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AUTHOR'S  PREFACE. 


A  REFERENCE  book  sucli  as  I  hereby  dedicate  to  the  profes- 
sion does  not  as  yet  exist.  This  is  rather  remarkable,  for  the 
practice  of  pediatrics  is  an  unusually  delicate  and  difficult  art, 
to  the  study  of  which,  as  a  rule,  but  little  time  is  allotted  during 
the  college  terms,  while  at  a  later  period  it  plays  a  very  impor- 
tant role  in  practice — contributing  largely,  so  to  speak,  to  the 
daily  bread  of  the  practitioner.  The  practitioner  needs,  there- 
fore, a  reference  book  which  will  enable  him  cito  tuto  et  jucunde 
to  familiarize  himself  with  all  subjects  pertaining  to  diseases  of 
childhood  which  he  previously  did  not  know  or  had  forgotten. 
Such  a  book  must  necessarily  be  arranged  alphabetically,^  must 
be  brief  and  to  the  point,  and  contain  as  many  parenthetical  hints 
as  possible,  so  as  to  permit  at  a  glance  of  the  selection  of  the 
more  important  from  the  less  important  material.  With  this 
object  in  view  the  author  has  endeavored  briefly,  but  clearly,  to 
present  everything  worthy  of  attention  from  a  modern  stand- 
point. As  a  pupil  of  Henoch,  he  has  naturally  leaned  toward  the 
teachings  of  his  master  and  taken  special  notice  of  his  excellent 
text-book.  In  doing  so  he  has  not,  however,  suppressed  any  of 
his  personal  opinions,  nor  has  he  neglected  to  make  liberal  use 
of  the  collective  recent  literature.  Furthermore,  he  has  added 
the  observations  made  by  him  during  many  years  of  extensive 
practice,  especially  in  the  field  of  pediatrics.  The  sections  on 
therapeutics  particularly  are,  to  a  great  extent,  based  upon  actual 
experience. 

The  author  trusts  that  his  book  will  prove  valuable  espe- 
cially to  the  general  practitioner,  who,  in  his  early  career,  is 
not  always  prepared  to  cope  with  the  difficulties  encountered  in 
the  management  of  diseases  of  infancy  and  childhood.  It  may 
also  serve  as  a  repertory  for  the  candidate  of  medicine  before  his 
examinations. 

Dr.  E.  Graetzer. 


^  [In  the  present  edition  for  obvious  reasons  this  scheme  was  not 
adhered  to  in  Part  I.] 
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TEAIS^SLATOE'S  PEEFACE. 


The  raison  d'etre  for  this  miniature  encyclopedia  of  the 
medical  and  surgical  diseases  of  infancy  and  childhood  is  anipl}' 
explained  in  the  author's  preface. 

There  is,  to  my  knowledge,  no  hook  on  pediatrics  which 
presents  in  so  small  a  space  such  an  ahundance  of  practical  and 
clinical  material,  pathological  and  hacteriological  data,  and  de- 
tails of  etiology  and  diagnosis  as  the  volume  in  question.  The 
author  has  rightfully  avoided  the  introduction  of  superfluous 
material,  such  as  elaborate  descriptions  or  illustrations  of  baby 
nursing-bottles,  family  scales,  silver  baby-spoons,  classical  weight 
curves,  theoretical  diet  lists,  ultrapedantic  cooking  recipes,  etc. 
Furthermore,  instead  of  rehearsing  threadbare  descriptions  of 
the  typical  course  of  diseases,  he  has  laid  especial  emphasis  upon 
the  numerous  deviations  from  the  type  which  so  often  baffle  the 
skill  of  the  general  practitioner. 

The  more  adequately  to  meet  the  demands  of  the  American 
practitioner,  the  translator  has  inserted  quite  a  number  of  notes 
and  additions  which  he  trusts  will  enhance  the  practical  value 
of  the  book.  Among  the  translator's  additions  are  sections  on 
intubation,  Lorenz's  operation  for  congenital  dislocation  of  the 
hip,  broncho-pneumonia,  achondroplasia,  home  modification  of 
milk,  gonorrheal  ophthalmia,  tinea  tonsurans,  hydrotherapy, 
massage  and  electricity,  climatology,  palatable  prescribing,  anti- 
toxin, several  newer  standard  remedies,  etc.  All  these  ad- 
ditions are  indicated  by  brackets  [].  In  preparing  these  notes 
the  translator  frequently  consulted  numerous  text-books  as  well 
as  medical  periodicals. 

In  closing,  I  desire  to  express  my  sincere  gratitude  to 
Prof.  Henry  T.  Brooks,  M.D.,  for  his  unselfish  and  untiring  aid 
in  correcting  the  manuscript. 

H.  B.  S. 
New  York. 
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PART  L 

L 
Care  of   the  Newly  Born. 


Care  of  the  Umbilicus. — The  care  of  tlie  iiinbiliciis  is  ex- 
trenieJy  important,  as  otherwise  diseases  (sometimes  fatal)  of 
the  umbilicus  may  set  in.  Normally  the  ligated  proximal  portion 
of  the  navel  dries  up  during  the  first  few  days,  shrinks,  and 
falls  off  about  the  fifth  to  the  sixth  day  after  the  formation  of 
an  inflammatory  line  of  demarcation  and  leaves  a  slightly  moist 
wound,  which  cicatrizes.  This  should  not  be  disturbed ;  on  tlie 
contrary,  desiccation  should  be  promoted  in  order  to  eliminate 
as  rapidly  as  possible  the  dead  tissue,  which  is  such  a  favorable 
soil  for  bacteria.  In  thick  umbilical  cords  or  in  weak  children 
separation  may  not  occur  until  the  twentieth  day.  Strictest 
cleanliness  must  be  enforced,  and  no  tearing,  pressure,  or  pull- 
ing allowed  until  after  cicatrization.  Clean  scissors,  sterile 
linen  cloths,  clean  hands  (nurse!  loehial  secretion  of  the  mother) 
are  to  be  used  during  ligation  of  the  cord  and  also  later.  In 
former  times  five  to  six  centimeters  of  the  umbilical  cord  were 
left;  at  present  only  one  centimeter  is  left,  so  that  there  is  as 
little  as  possible  of  dead  or  putrescible  tissue.  The  daily  bath 
has  also  been  discarded.  After  the  first  bath  bathing  is  inter- 
rupted until  the  umbilical  cord  has  fallen  off,  because  moisture 
favors  the  growth  of  germs  which  accumulate  on  the  navel,  and 
delays  desiccation.  Therefore  no  ointments  or  oiled  cloths 
should  be  employed.  The  rest  of  the  umbilical  cord  is  tied  with  a 
sterile  linen  cloth  turned  over  the  left  side  of  the  abdomen,  and 
covered  with  a  pledget  of  dry,  sterile  gauze  or  absorbent  cotton. 
Sometimes  a  dusting  powder,  consisting  of  1  part  of  salicylic 
acid  to  4  parts  of  starch,  is  applied;   recently,  also,  xeroform 
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or  alumina.  The  entire  abdomen  is  covered  by  an  umbilical 
bandage.  This  is  to  be  examined  after  a  few  hours,  espe- 
cially if  a  thick  bandage  is  used,  to  detect  possible  loosening 
of  the  string — or  hemorrhage.  The  compress  is  changed  for 
ihe  first  time  after  three  days,  and  then  every  second  day  until 
the  umbilical  stump  has  fallen  off.  Then  a  daily  bath  and  the 
use  of  boric  acid  ointment  until  cicatrization.  Schliep  always 
obtained  very  rapid  mummification  by  painting  the  umbilical 
stump  twice  daily  with  a  2-per-cent.  solution  of  silver  nitrate. 
To  prevent  hernia  the  use  of  an  umbilical  band  for  some  time 
after  complete  healing  of  the  umbilicus  is  to  be  recommended. 

Care  of  the  "Ejes.^C rede's  Method  is  aimed  at  the  preven- 
tion of  ophthalmoblennorrhea  (q.v.).  It  consists  of  instillation 
into  each  eye  of  a  drop  of  a  2-per-cent.  solution  of  silver  nitrate 
by  means  of  smooth  glass  rods,  three  millimeters  thick  and 
rounded  at  the  extremities,  after  the  eyes  have  previously  been 
cleansed  with  a  linen  cloth  dipped  in  clean  water,  or  a  3-per- 
cent, solution  of  boric  acid. 

Premature  Infants  are  usually  lighter  in  weight  and  smaller 
in  size  than  full-term  children.  Their  body-temperature — spe- 
cific warmth — is  very  low,  the  face  is  generally  sunken  and 
senile,  the  skin  wrinkled,  the  heart-beat  and  pulse  are  barely 
perceptible,  respiration  is  superficial,  and  the  voice  whining. 
All  these  manifestations  are  sometimes  observed  in  babies  born 
at  full  term,  but  only  in  those  who  are  debilitated  from  consti- 
tutional diseases,  especially  syphilis  of  the  mother.  Such  chil- 
dren must  also  be  treated  like  premature  infants.  Children 
prematurely  born  are  especially  liable  to  various  diseased  condi- 
tions :  e.g.,  disturbances  in  healing  of  the  umbilical  cord,  thrush, 
icterus,  retention  of  urine,  etc.  Babies  born  at  seven  or  even  six 
months  who  are  free  from  the  disturbances  just  mentioned  and 
weigh  from  1200  to  1400  grams  (2  ^/g  to  2  ^/^  pounds)  not  rarely 
thrive,  provided  very  careful  attention  is  given  to  them,  espe- 
cially in  regard  to  supply  of  necessary  heat  and  to  rational  feed- 
ing. As  to  the  supply  of  heat,  it  often  suffices  in  milder  cases  to 
roll  the  entire  body  in  cotton  batting,  to  surround  it  with  several 
hot-water  bottles,  or  to  place  the  child  in  a  "Winkel  bath-tub" 
with  double  walls,  and  with  warm  water  between  the  walls.  In 
severe  cases  (very  low  temperature,  etc.)  the  air  to  be  inhaled 
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must  be  made  very  warm  by  heating  the  room  or  by  placing  the 
infant  [the  earlier,  the  better]  in  an  incubator.  As  baths  radiate 
much  heat,  prematurely  born  infants  should  not  be  bathed  until 
the  navel  has  healed.  The  first  bath  should  last  for  from  two  to 
tliree  minutes,  and  tlie  child  immediately  be  wrapped  in  cotton 
batting,  etc.  Prematurely  born  babies  should  be  fed  on  woman's 
milk,  and  if,  as  is  usually  the  case,  they  cannot  suckle,  the  milk 
nmst  be  administered  with  a  teaspoon  [or  dropper]  every  hour 
or  two  during  the  day  and  every  three  to  four  hours  during  the 
night,  from  30  to  40  grams  [5viij  to  ox]  for  each  feeding,  or 
gavage  (q.v.)  should  be  employed.  If  woman's  milk  cannot  be 
procured,  well  diluted  cows'  milk  (1  to  3  or  4  parts  of  cocoa,  tea, 
or  5-per-cent.  milk-sugar  solution)  must  be  resorted  to.  The  con- 
tinuation of  these  procedures  depends  upon  the  condition,  devel- 
opment, body-temperature,  etc.,  of  the  child.  The  transition  to 
the  ordinary  methods  of  treatment  must  be  very  gradual.  Very 
often  even  the  greatest  care  is  futile.  As  a  rule,  the  smaller 
the  baby  and  the  lower  the  body-temperature,  the  less  and  slower 
the  improvement.  If  the  premature  infants  are  able  to  take 
the  breast  the  prognosis  is  far  better.  Premature  babies  gen- 
erally die,  and,  if  they  survive,  they  remain  feeble  for  many 
years,  and  manifest  increased  tendency  toward  diseases,  which 
usually  end  fatally.  Sometimes,  however,  a  sudden  change  for 
the  better  takes  place,  the  children  grow  rapidly,  and  are  healthy 
and  flourish. 

[See  "Incubator"  and  "Atelectasis."] 

Incubator  (couveuse)  is  an  a})paratus  in  which  prematurely 
born  (q.v.)  or  otherwise  very  weak  infants  are  placed  in  order 
suitably  and  permanenth^  to  supply  them  with  a  uniform  tem- 
perature requisite  for  the  maintenance  of  life.  Various  appa- 
ratus are  in  the  market,  and  consist  principally  of  a  chamber 
provided  with  glass  walls,  an  arrangement  for  ventilation,  etc. 
The  internal  temperature  of  the  incubator  is  maintained  at 
about  91°  to  98°  F.  by  heating  it  from  the  outside.  In  this 
manner  many  children  nuiy  be  reared  who  would  otherwise 
perish.  [The  infant  lies  upon  a  bed  of  cotton  or  a  soft  pillow. 
It  should  be  lightly  clothed,  a  shirt  and  napkin  being  generally 
sufficient.  It  should  be  disturbed  as  little  as  possible,  and  re- 
moved only  for  feeding,  weighing,  and  cleaning  the  incubator. 
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In  many  instances  feeding  can  be  done  by  simply  sliding  tlie 
glass  cover.  The  cotton  bed  should  be  renewed  every  two  days 
at  least,  and  the  skin  may  be  kept  clean  with  cotton  and  oil.  It 
is  not  only  necessary  to  watch  the  temperature  of  the  incubator, 
as  registered  by  a  thermometer,  but  the  baby's  rectal  tempera- 
ture should  be  taken  every  few  hours;  fluctuations  between 
97.5°  and  100.5°  ¥.  are  unimportant.  If  the  variations  are 
much  greater,  the  temperature  of  the  apparatus  should  be  modi- 
fied accordingly. 

Every  incubator-reared  baby  requires  close  and  constant  at- 
tention. Eesults  depend  upon  nothing  so  much  as  the  intelli- 
gence and  watchfulness  of  the  nurse.  Unless  skilled  attendance 
is  possible,  the  result  without  the  incubator  may  be  better  than 
with  it.  Since  no  system  of  ventilation  can  be  absolutely  de- 
pended upon,  whenever  possible  a  C3'linder  of  oxygen  should  be 
at  hand  for  use  in  the  attacks  of  asphyxia  or  cyanosis  which  so 
often  occur. 

Feeding  of  the  premature  infant  is  no  less  important  than 
the  heat  and  ventilation.  Few  infants  under  eight  and  a  half 
months  will  take  the  breast.  Most  of  those  over  seven  months 
will  suck  from  a  bottle  if  the  nipple  is  small  and  soft.  The 
feeder  suggested  by  Eotch,  which  is  in  principle  only  a  large 
medicine  dropper,  works  very  well  for  many  cases.  A  few  must 
be  fed  by  gavage.  Feeding  should  always  be  done  slowly;  if 
rapidly  taken,  some  of  the  food  is  likely  to  be  regurgitated,  and 
this  regurgitation  may  produce  attacks  of  asphyxia  or  even 
aspiration  pneumonia.  The  quantity  of  food  and  the  frequency 
of  feeding  will  depend  upon  the  size,  age,  and  vigor  of  the  child. 
At  first  only  1  or  2  drachms  should  be  given,  and  repeated  every 
hour;  later,  as  much  as  an  ounce  every  hour;  and,  finally, 
when  the  child  has  reached  development  equal  to  full  term,  from 
1  to  2  ounces  may  be  given  every  two  hours.  Artificial  feed- 
ing is  usually  not  very  satisfactory  with  premature  infants. 
In  some  of  the  larger  and  more  vigorous,  modified  milk 
gives  good  results;  for  weaker  and  smaller  children,  however, 
good  breast-milk  is  essential.  For  the  first  twenty-four  hours, 
ordinarily  nothing  is  given  except  warm  water  or  a  4-per-cent. 
solution  of  milk-sugar,  1  or  2  drachms  every  four  hours.  When 
two  days  old,  breast-milk  may  be  given  diluted  with  an  equal 
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quantity  of  sugar  solution, — in  all,  2  or  3  drachms  every  hour. 
The  proportion  of  the  breast-milk  may  be  gradually  increased 
until  at  the  end  of  two  or  three  weeks  it  is  given  undiluted,  the 
guide  to  increasing  it  being  the  condition  of  the  infant's  diges- 
tion. The  breast-milk  selected  sliould  be  that  of  a  woman  whose 
own  child  is  at  least  10  days  old.  The  premature  baby  may 
take  its  mother's  breast  wholly  or  in  part  as  soon  as  it  is 
sufficiently  strong  to  nurse.  For  two  or  three  weeks,  however,  it 
is  almost  always  necessary  to  have  tlic  breast  of  anotlier  woman 
to  draw  upon. 

The  results  with  premature  babies  will  depend  very  much 
upon  how  soon  after  birth  they  receive  proper  care.  Where  one 
is  expected  an  incubator  should  be  in  readiness,  so  that  the  child 
can  be  put  into  it  at  once  or  as  soon  as  it  breathes  properly. 
If  the  incubator  is  not  employed  until  the  child  is  several  days 
old  and  is  failing  rapidly,  the  chances  are  slight.  Another  factor 
of  importance  already  mentioned  as  greatly  affecting  results  is 
the  constant  attention  of  a  nurse  who  has  had  experience  in  cases 
of  this  kind.  The  age  and  vigor  of  the  infant  are  of  the  greatest 
importance  in  estimating  the  chances  of  survival.  The  follow- 
ing table  ^  gives  Tarnier's  statistics,  showing  the  percentage  of 
premature  infants  saved  during  a  period  of  five  years  without  the 
incubator,  and  during  the  succeeding  five  years  with  the  incu- 
bator; also  the  percentage  saved  at  the  Sloane  Hospital  (N"ow 
York),  as  published  by  Yoorhees: — 


Age. 

Tarnier  Saved 
Without  Incu- 
bators. 

Tarnier  Saved 
With    Incuba- 
tors. 

Voorhees  Saved 
Without  Incuba- 
tors. 

Voorhees  Saved, 
With  Incubators, 
Excluding  Cases 
D  v  i  n  g  a    Few 
Hours   After 
Birth. 

Born  at  6  months 

0.0 

16.0 

U         U       g^         u 

21.0 

36.0 

22.0 

66.0 

c.       u     ^         u 

39.0 

49.8 

41.0 

71.0 

i.        U      «1         u 

54.0 

77.0 

75.0 

89.0 

"     "    8       '' 

78.0 

88  8 

70.0 

91.0 

u       u     8.1       i^ 

88.0 

96.0 

Sheffield.] 


[From  Holt's  "Diseases  of  Infancy-  and  CbildliofKl."] 
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Gavage  is  the  artificial  introduction  of  food  directly  into 
the  stomach.  It  is  indicated  in  premature  infants  (q.v.)  or 
feeble,  newly  born  infants  who  are  not  able  to  suckle.  A  thin 
Nelaton  catheter  is  introduced  into  the  stomach  through  the 
mouth  or  nose,  and  the  milk  is  poured  in  by  means  of  a  funnel 
and  thin  rubber  tube;  the  catheter  is  rapidly  withdrawn  imme- 
diately thereafter. 

Sleep  of  the  Child. — A  healthy,  newly  born  child  should 
sleep  day  and  night  except  when  it  drinks  or  is  being  dressed, 
etc.  Children  of  one  month  should  be  awake  only  from  three 
to  four  hours  in  twenty-four,  and  fall  asleep  right  after  drink- 
ing. From  the  sixth  month  on  the  child  needs  only  fifteen 
hours^  sleep;  from  the  first  to  the  fourth  year  about  ten  hours; 
from  the  fifth  to  the  twelfth  year  eight  to  nine  hours.  Dis- 
turbed sleep  is  often  due  solely  to  bad  habits;  pampering; 
putting  the  child  to  bed  at  irregular  hours;  taking  it  into  the 
bed  of  the  adult,  etc.;  or  to  unsuitable  treatment  before  going  to 
bed,  telling  of  ghost  stories,  terrorizing,  etc.;  often  to  hunger 
or  also  to  overfeeding  at  bedtime,  particularly  with  heavy  foods 
and  those  producing  flatulency;  stimulation  of  mental  impres- 
sions in  the  bedroom  (odors,  bright  light,  or  noises)  ;  overheat- 
ing of  the  room ;  unsuitable  night-clothes  or  bed,  and  to  bedbugs. 
If  the  underlying  causes  cannot  be  determined,  and  if  overexer- 
tion, pain,  or  acute  diseases  are  not  responsible  for  the  restless 
sleep,  it  is  then  simply  a  question  of  general  nervousness,  usually 
associated  with  anemia.  Occasionally,  however,  it  is  due  to  severe 
brain  disease,  such  as  tubercular  meningitis  or  tumors,  which  of- 
ten begin  with  insomnia,  or  to  an  hereditary  disposition,  over- 
exertion, psychical  disturbance,  masturbation,  etc.  [hip-joint 
disease,  "  starting  pain  "] .  Furthermore,  attention  must  also  be 
paid  to  the  habitual  use  of  alcohol,  coffee,  and  tea. 

The  treatment,  therefore,  must  be  directed  toward  removal 
of  all  the  injurious  influences  enumerated,  when  good  sleep  is 
usually  promptly  obtained.  If  not  successful,  recourse  must  be 
had  to  hypnotics.  It  is  advisable,  however,  first  to  begin  with 
warm  baths  of  from  fifteen  to  twenty  minutes'  duration  (or  cool 
baths  may  be  tried)  before  retiring.  A  Priessnitz  compress  over 
the  abdomen  sometimes  acts  admirably.  Medicinally  aqua 
aurantii  floris  is  about  the  mildest  hypnotic,  and,  according  to 
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Comby,  often  acts  well  in  doses  of  from  20  to  60  grams  [V2  to  2 
ounces].  Bromids  or  chloral  (q.v.)  may  also  be  used.  Eecently 
the  new  remedies,  such  as  sulphonal  [hedonal]  and  trional,  have 
been  administered  with  success.  In  sleeplessness  due  to  pain  or 
coii<i^]i   an  opiate  or  antipvrin  may  be  administered. 

Hardening. — C.  Seitz  says:  *'  The  question  when  infants  or 
the  newborn  sbould  Ije  taken  outdoors  can  best  be  answered  as 
follows:  Healthy  children  under  1  year  of  age  may  be  taken 
out  for  several  hours  if  the  weather  is  good  and  warm.  Such 
children  may  also  be  taken  out  at  noon  for  about  an  hour  in 
the  winter,  on  sunny,  clear,  and  not  windy  or  too  cold  days  (not 
lower  than  2G°  F.).  On  cold  days  the  head  should  be  covered 
with  a  woolen  cap,  the  face  protected  by  a  thick  veil,  and  espe- 
cially the  body  kept  warm  with  woolen  blankets.  More  care 
must  be  exercised  with  premature  and  weak  children.  Children 
born  later  in  the  fall  or  in  the  winter  must  not  [  ?]  be  carried 
outdoors  until  the  Avarm  season  sets  in.  It  is  not  advisable  to 
harden  infants  in  the  first  year  of  life.  The  marked  suscepti- 
bility of  their  respiratory  organs  to  low  temperature  and 
marked  atmospheric  changes  must  not  be  lost  sight  of.  Healthy 
children  over  1  year  of  age  may  be  gradually  and  systematic- 
ally allowed  to  become  accustomed  to  such  changes,  but  only  in 
the  warm  season  of  the  year.  Local  ablutions  of  the  face,  arms, 
and  hands  are  begun  with  first,  and  later  successively  also  of  the 
breast,  abdomen,  and  back.  Usually  water  of  room  temperature 
is  used  for  the  ablutions,  but  in  weakly  and  anemic  children 
warm  Avater  should  be  used.  Washing  of  the  whole  body  with 
cool  water  must  not  be  done  in  children  under  the  fourth 
year  of  age.  These  ablutions  (for  the  purpose  of  hardening) 
once  begun  must  regularly  be  persisted  in.  They  are  to  be  fol- 
lowed by  quick  drying  (in  the  winter  with  warmed  cloths). 
Children  5  years  old  may  be  bathed  in  the  river  or  sea,  if  the 
temperature  of  the  water  is  not  below  68°  F.  Children  10 
years  old  may  take  cold  baths  at  a  temperature  of  63°  F.  On 
the  other  hand,  girls  of  that  age  should  not  bathe  in  water 
under  Q>Q>°  F.  and  older  girls  not  at  all  during  or  a  few  ,days 
after  menstruation.  The  temperature  of  the  air  must  always 
be  higher  than  that  of  the  water.  The  duration  of  the  bath 
should  not  exceed  10  or  15  minutes,  and  should  be  limited  to 
4  or  8  minutes  if  the  temperature  of  the  water  is  low/^ 


IL 
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Colostrum  is  the  milk  which  begins  to  discharge  ahnost  im- 
mediately after  birth  of  the  child  and  a  few  days  later  is  fol- 
lowed by  real  milk.  Colostrum  is  richer  in  sernm-albnmin,  fat, 
and  salts  than  breast-milk  of  a  later  period.  Formerly  colostrum 
was  considered  harmful,  and  the  baby  was  fed  during  the  first 
few  days  on  sugar-water,  fennel-tea,  etc.  Nowadays,  however, 
the  child  is  put  to  the  mother's  breast  a  few  hours  after  birth, 
as  it  was  learned  that  colostrum  is  quite  nourishing  and  to  some 
extent  counteracts  the  physiological  loss  of  weight  of  the  infant 
which  takes  place  in  the  first  few  days  of  life.  It  acts  as  a 
mild  laxative,  and  thus  aids  in  the  complete  discharge  of  the 
meconium. 

Woman's  Milk  is  the  best  food  for  a  child  up  to  the  ninth 
month.  As  a  wet-nurse  (q.v.)  is  an  expensive  substitute  and  a 
source  of  much  annoyance  and  inconvenience,  every  mother, 
even  of  the  higher  classes,  should  endeavor  to  nurse  her  child  as 
long  as  possible.  Even  if  she  is  able  to  nurse  only  a  few  months, 
it  is  a  great  gain  for  the  child,  for  it  thrives  better  from  the 
start;  it  can  later  more  easily  overcome  diseases,  etc. 

As  obstacles  to  nursing  only  the  following  are  worth  con- 
sidering: Deficiency  of  milk.  This  should  not  always  be  ac- 
cepted as  a  reason,  if,  on  the  first  or  second  application  of  the 
baby  to  the  breast,  insufficient  milk  is  present,  for  after  re- 
peated applications,  especially  with  copious  consumption  of 
fluids,  milk-gruel,  etc.,  a  rich  milk-secretion  is  soon  established. 
Certain  anomalies  of  the  breasts,  such  as  defective  development, 
mastitis  (see  "  Wet-nurse ''),  diseases  in  the  mother  which  might 
become  aggravated  by  nursing  and  prove  dangerous  to  the 
mother  as  well  as  harmful  to  the  child  (transmission!),  namely: 

(8) 
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psychoses,  epilepsy,  hysteria,  and  other  nervous  diseases;  valvu- 
lar heart  disease;  and  acute  and  chronic  infectious  diseases, 
especially  tuberculosis.  The  mildest  affections  of  the  lung-apex 
• — nay,  even  a  strong  hereditary  diathesis — contra-indicate  nurs- 
ing. In  syphilis  of  the  mother  the  latter  should  nurse  lier 
own  child,  whether  or  not  it  has  any  distinct  manifestations  of 
the  disease.  Pregnancy  also  contra-indicates  nursing.  Men- 
struation, however, — except,  perhaps,  if  the  child  is  greatly 
affected  by  it,  which  is  very  rarely  the  case, — is  no  contra-indi- 
cation. 

The  first  application  of  the  child  to  the  breast  should  take 
place  after  eight  hours  at  the  earliest  and  twelve  at  the  latest 
after  labor,  although  at  this  time  only  colostrum  (q.v.)  is 
present.  If  there  is  no  milk,  hope  of  the  possibility  of  nursing 
must  not  be  given  up.  The  child  should  temporarily  be  fed  on 
diluted  cows'  milk  (q.v.).  From  beginning  to  end  the  breast 
should  be  given  with  strictest  regularity;  during  the  day  every 
three  hours  (only  to  very  weak  babies  every  two  hours);  in  the 
night  only  once  during  the  first  two  to  three  weeks  and  later  not 
at  all,  except,  perhaps,  when  there  is  an  excessive  secretion  of 
milk.  The  child  should  nurse  for  from  twenty  to  thirty  minutes 
at  a  time,  and,  if  the  breasts  are  not  very  rich  in  milk,  alter- 
nately from  the  right  to  the  left  breast.  If  there  is  insufficient 
milk  in  one  breast  the  child  should  be  allowed  to  drink  from 
both  breasts  at  one  meal.  During  the  first  few  weeks  the  full 
and  healthy  child  should  fall  asleep  at  the  breast.  A  little  re- 
gurgitation immediately  after  suckling  in  very  young  infants  is 
of  very  little  moment,  as  the  stomach  is  small,  perpendicular, 
and  tubular;  later,  however,  it  means  overfeeding  or  disease 
of  the  stomach.  According  to  Feer,  the  quantity  of  breast-milk 
obtained  by  the  infant  with  each  feeding  averages  as  follows: — 


Weeks    .     . 

1 

2 

3 

5-8 

9-12 

13-16 

17-20 

21-24 

Grams    .     . 

40-50 

80-90 

85-110 

120-134 

140 

150 

155 

160 

As  to  the  diet  of  the  mother,  see  '*'  Wet-nurse  "'  and  '•  Wean- 


ing.'' 
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Selection  of  a  Wet-nurse. — If  a  mother  is  unable  to  mirse 
her  child,  a  wet-nurse  is  the  best  substitute.  In  her  selection 
three  conditions  must  be  fulfilled;  and  others  only  if  the  ma- 
terial to  be  chosen  from  is  large.  The  wet-nurse  must  have 
sufficient  milk;  must  be  free  from  severe,  acute,  and  all  consti- 
tutional diseases;  and  not  gravid.  The  composition  of  the  milk 
is  not  of  very  great  importance;  indeed,  the  child  may  be 
nursed  even  by  several  wet-nurses  at  the  same  time  and  still 
thrive.  It  is  unusual  for  the  quality  of  the  milk  not  to  agree 
with  the  child,  as  long  as  the  quantity  is  sufficient. 

In  selecting  a  wet-nurse  the  latter  must  be  tested  by  care- 
fully examining  her  breasts.  Both  breasts  should  be  exposed; 
one  breast  after  the  other  is  grasped  by  the  thumb  on  the 
upper  and  the  four  fingers  on  the  lower  periphery,  and  by 
moving  the  whole  hand  somewhat  forward,  uniform  and  gentle 
pressure  should  be  exerted  upon  the  whole  breast.  It  is  not 
expedient  to  confine  the  pressure  to  the  immediate  vicinity  of 
the  areolae,  as  this  is  apt  to  prove  misleading,  for  even  a  poorly 
secreting  breast  contains  a  good  quantity  of  milk  at  the  dilated 
ends  of  the  mammary  ducts,  especially  if  let  alone  for  some 
time. 

An  examination  of  the  breast  reveals :  1.  The  volume  of 
the  glandular  parenchyma;  if  it  is  large  it  is  rarely  without 
sufficient  secretion.  3.  The  quantity  of  milk  which  is  present 
in  the  breast;  it  is  supposed  to  escape  in  several  even  jets  for 
from  twenty  to  thirty  seconds.  In  this  respect  the  physician 
must  be  on  his  guard,  as  the  breast  might  not  have  been  emptied 
for  hours  previous  to  the  examination.  Such  a  condition  may, 
however,  be  recognized  by  the  presence  of  several  compressible, 
injected,  tensely  distended,  thick,  quill-like,  spiral  mammary 
ducts,  and  by  the  pain  produced  on  pressure.  It  is  therefore 
best  to  surprise  the  wet-nurse  with  the  examination.  On  the 
other  hand,  in  order  to  avoid  being  chosen,  some  wet-nurses 
manage  to  have  the  breasts  empty  by  secretly  (at  toilet)  with- 
drawing the  milk.  If  this  is  suspected,  the  wet-nurse  must  be 
kept  under  constant  surveillance  for  from  two  to  three  hours. 

It  is  very  important  to  test  the  glandular  parenchyma.  If 
milk  flows  for  some  time  from  a  moderately  developed  breast 
in  uniform  jets,  the  physician  need  then  have  no  anxiety  as  to 
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the  qnaiitity  of  tlie  milk  secreted.  On  the  other  hand,  no  mat- 
ter how  freely  tlie  milk  flows,  the  physician  should  always  be 
on  his  guard  as  long  as  the  Ijreast  is  poorly  developed  in  glandu- 
lar parenchyma,  for  in  such  an  event  he  is  confronted  either 
with  a  breast  that  has  l)een  kept  filled  for  a  long  interval  or 
with  one  that  only  transiently  secretes  more,  but  is  generally  not 
ca])able  of  secreting  plentifully  for  the  long  period  of  nursing. 
He  sliould  be  equally  careful  when  he  finds  a  breast  that  is 
richly  developed  in  glandular  parenchyma,  hut  secretes  very  little 
milk.  This  usually  occurs  in  wet-nurses  whose  food-supply  had 
been  greatly  diminished  for  some  time  previous  to  the  examina- 
tion and  who,  in  the  majority  of  instances,  furnish  plenty  of 
milk  after  having  been  supplied  with  a  corresponding  quantity 
of  food,  especially  fluids. 

The  form  of  the  breast  also  offers  certain  guarantees. 
Breasts  containing  an  abundance  of  milk  are  either  cylindrical 
or  conical  in  shape.  Pendulous  breasts  are  unfortunately  rare. 
Breasts  that  are  poorly  supplied  with  milk  are  tense,  hemispher- 
ical, and  distinctly  marked  by  the  radiating  lines  which  develop 
during  pregnancy  (primiparai).  It  is  frequently  important  to 
determine  whether  the  breast  "goes  easily"  (this  is  usually 
the  case  in  cylindrical  and  conical  breasts)  or  "  goes  hard " : 
I.e.,  if  it  empties  easily  or  with  difficulty.  A  delicate  child — e.g., 
a  premature  birth — must  have  breasts  that  empty  easily,  as  it 
is  too  weak  to  suck  hard,  Avhile  to  a  strong  child  such  breasts 
are  apt  to  prove  dangerous  by  drinking  too  much  and  possibly 
contracting  dyspepsia.  It  is  very  good  if  the  wet-nurse's  own 
child  is  found  well  nourished.  The  physician  should  be  alert 
for  deception.  When,  however,  the  mammary  parenchyma, 
milk-secretion,  etc.,  are  good,  the  delicate  appearance  of  her  own 
child,  which  may  be  due  to  other  causes,  ought  not  to  be  dis- 
couraging. 

The  milk  thus  having  proved  sufficient,  the  health  of  the 
wet-nurse  must  then  be  inquired  into.  Make  a  most  painstak- 
ing complete  physical  examination.  The  hair  is  to  be  examined 
first  for  lice  (remedied  by  washing  Avith  petroleum  or  5-per-cent. 
creolin  solution);  the  forehead  for  corona  venerse  and  boiiy 
swellings;  the  nose  for  ozena  (this  renders  the  wet-nurse  use- 
less, but  not  the  mother);  the  eyelids  foi  trachoma  (which  ren- 
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ders  wet-nurse  absolutely  useless  [?]).  Examine  the  cornea 
for  scars  (which  render  wet-nurse  useless  if  associated  with 
other  signs  of  scrofula;  not  the  mother);  face,  lips,  and  gums 
for  anemia  (this  does  not  render  her  useless  if  no  essential  grave 
leukemia  is  present);  teeth  must  be  sufficient  to  chew;  caries 
does  not  render  her  useless,  provided  there  are  no  suppurative 
processes  of  the  bones,  etc. ;  oral  cavity  and  pharynx  for  plaques 
muqueuses,  ulcers,  and  deposits;  the  neck  for  struma  (if  mod- 
orate,  not  harmful);  for  scars  in  the  neighborhood  of  the  angle 
of  the  lower  jaw  (which  usually  originate  from  scrofula,  and 
render  wet-nurse  useless);  for  cervical  glands,  swellings  from 
carious  teeth,  or  chronic  pharyngeal  inflammations  (which  do 
not  harm).  Caution  is  recommended  when  the  cubital,  axillary, 
or  inguinal  glands  are  enlarged.  The  lungs  must  be  very  care- 
fully examined  and  be  entirely  free  from  disease.  Any  form  of 
chronic  bronchitis  renders  the  nurse  useless.  Compensated 
heart  disease  does  not  interfere.  The  thorax  must  be  examined 
for  swellings  of  the  paramammary  glands.  These  are  pathog- 
nomonic of  syphilis.  Ill-smelling  sweat  in  the  axillae  and  inter- 
trigo under  the  breasts  render  the  wet-nurse  useless.  Also  the 
form  of  the  nipples  must  be  looked  into.  Delicate,  prematurely 
born  children  require  long,  hard,  prominent  nipples.  The  form 
is  otherwise  immaterial,  but  the  nipples  must  not  be  immovable 
and  imbedded  in  the  conical  areolae.  Erosions  of  the  nipple, 
even  fissures,  do  not  exclude  the  wet-nurse,  as  they  can  be 
remedied  by  a  nipple-shield  made  of  red  rubber.  Incipient  or 
fully  developed  mastitis  renders  the  wet-nurse  useless,  but  not 
necessarily  the  mother.  The  upper  extremities  must  be  exam- 
ined for  cubital  glands  and  psoriasis.  The  latter,  as  well  as 
psoriasis  palmaris  and  plantaris,  renders  the  wet-nurse  useless. 
The  abdomen  and  legs  are  to  be  examined  for  dropsy;  the 
genitalia  for  syphilitic  manifestations.  The  slightest  suspicion 
renders  the  wet-nurse  useless,  while  pointed  condylomata  and 
fluor  albus  do  not  necessarily.  The  lower  extremities  should  be 
examined  for  multiple  large  varicosities.  The  latter  render 
the  wet-nurse  useless. 

It  is  advantageous  if  the  wet-nurse  has  passed  delivery  not 
less  than  six  weeks  and  not  more  than  five  months;  is  not 
younger  than   20   years  and   not  older   than   30;    has   given 
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Ijiiili  to  one  or  two  cliildren  and  nursed  them  successfully,  and 
has  come  from  the  country.  Working-women  in  manufacturing 
establishments  are  less  favorable,  owing  to  the  suspicion  of  ex- 
cesses or  intoxication  by  poisonous  articles.  With  a  large  selec- 
tion all  this  must  be  considered.  As  a  rule,  menstruation  has 
no  influence  upon  the  quantity  and  quality  of  the  milk.  Tin- 
si  ight  indisposition  of  the  child  during  the  short  period  is  un- 
important. 

Once  a  nurse  has  been  selected,  it  is  imperati\e  that  she 
retain  the  milk  as  long  as  possible.  The  milk  should  escape  in 
from  five  to  six  jets,  with  light  pressure,  even  when  the  child  is 
full;  the  latter  should  nurse  for  about  twenty  minutes  and  fall 
asleep  at  the  breast.  She  should  not  in  any  manner  inipair  hci- 
health  and  consequently  that  of  the  infant. 

The  diet  should  not  vary  much  from  the  ordinary;  thus: 
Country  wet-nurses  should  slowly  become  accustomed  to  meat. 
Wet-nurses  should  avoid  delicacies;  too  fat  articles,  such  as 
fried  food  and  gravies;  foods  difficult  of  digestion  and  those 
producing  flatulency;  also  spices  and  alcohols;  only  light  beer 
in  small  quantities  should  be  allowed.  It  is  best  to  give  them 
from  six  to  seven  meals  a  day,  consisting  chiefly  of  milk  and 
gruel.  Overloading  of  the  stomach — e.g.,  at  the  christening — 
should  be  avoided.  Furthermore,  the  wet-nurse  must  keep  her- 
self very  clean,  especially  her  hands  and  breasts.  The  latter 
should  be  washed  with  a  4-per-cent.  solution  of  boric  acid;  and 
she  should  alwa3's  have  some  exercise,  such  as  light  housework 
and  outdoor  walks. 

Weaning  of  the  Nursling  from  the  woman's  breast  should 
take  place  between  the  ninth  and  twelfth  months,  after  eruption 
of  the  first  teeth,  best  after  appearance  of  the  first  six  incisors. 
Owing  to  the  frequency  of  gastro-intestinal  diseases  during  the 
hot  months  (June,  July,  x\ugust  [and  September])  weaning 
should,  if  possible,  not  be  attempted  during  these  months.  If 
the  time  for  weaning  should  fall  within  this  period,  it  is  ad- 
visable to  wean  the  baby  either  sooner  or  later.  Weaning  should 
be  undertaken  gradually  rather  than  abrupt^,  within  about 
from  four  to  six  weeks,  by  replacing  first  one  meal  of  breast- 
milk  by  one  of  cows^  milk,  then  by  two  feedings,  etc.  Soon 
after  weaning,  milk   soups   should  be   given  by  adding   oat- 
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meal  or  wheatmeal,  grit,  bariey,  or  zwieback  to  the  milk.  Also 
beef-bouillon  and  veal-bouillon  may  be  gradually  added.  By 
degrees,  cocoa,  yelk  of  an  egg,  etc.,  are  to  be  given,  but  in  such 
a  manner  that  milk  should  always  form  the  chief  food  until  the 
child  is  2  years  old. 

Cows'  Milk  Feeding. — If  a  mother  is  unable  to  nurse  her 
child  and  a  wet-nurse  for  some  reason  or  other  cannot  be  pro- 
cured, cows'  milk  is  the  most  rational  infant-food  (see  "Asses' 
Milk'^),  and  should  always  be  tried  before  resorting  to  other 
substitutes.  Even  admitting  that  cows'  milk  can  never  substi- 
tute natural  feeding  with  mothers'  milk,  good  results  are  never- 
theless obtained  with  it,  if  proper  care  is  exercised.  Cows'  milk 
is  a  fluid  essentially  different  from  woman's  milk,  but  it  ap- 
proaches most  closely  the  demands  of  the  infantile  organism. 
Woman's  milk  contains  not  only  less  proteids  and  more  fat, 
milk-sugar,  and  salts,  but  the  essential  ingredients  of  woman's 
and  cows'  milk  differ.  In  the  first  place,  human  milk  contains 
by  far  more  albumin,  thus:  Human  milk,  61.5  per  cent,  casein, 
38.5  per  cent,  albumin;  cows'  milk,  85.7  per  cent,  casein,  14.3 
per  cent,  albumin.  The  richer  the  milk  in  albumin,  the  more 
easily  digestible,  because  albumin  is  a  primarily  soluble  body. 
Casein  renders  digestion  more  difficult.  Moreover,  the  casein  of 
cows'  milk  differs  from  that  of  woman's  milk  inasmuch  as  the 
former  coagulates  in  the  stomach  in  large,  firm  lumps,  the  latter 
in  fine,  small  flakes.  It  is  as  yet  undetermined  whether  the  milk- 
sugar  possesses  the  same  chemical  constituents  in  both  kinds  of 
milk.  The  fat,  which  is  present  in  large  quantities  in  woman's 
milk  and  renders  it  more  digestible,  is  in  finer  emulsion  than 
in  cows'  milk,  and  therefore  more  easily  absorbed.  It  is 
thus  quite  evident  why  cows'  milk  agrees  less  with  the  infant's 
stomach  than  the  food  destined  for  it  by  N'ature.  Furthermore, 
woman's  milk  leaves  the  breast  almost  sterile  and  is  immedi- 
ately taken  up  by  the  baby's  stomach,  while  cows'  milk,  by  com- 
ing in  contact  with  the  air,  etc.,  has  ample  opportunity  to  take 
up  various  bacteria  before  reaching  its  destination.  Finally, 
according  to  recent  investigations  woman's  milk  contains  sev- 
eral ingredients — e.g.,  according  to  Moro,  a  sugar-converting 
enzyme — which  are  absent  from  cows'  milk.  Although  these 
substances  are  not  as  yet  distinctly  characterized,  they  never- 
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theless  contribute  their  share  to  stamp  woman's  milk  as  the 
most  rational  infant-food.  Fortunately,  some  deficiencies  of 
cows'  milk  can  be  remedied  artificially:  e.g.y  the  quantitative 
differences  of  the  chief  constituents. 

Average  Compositiox. 


FAT. 

rKOTElDS. 

SUGAR. 

Cows'  milk   

2  to  4 

3.55 

4.88 

Woman's  milk  

3.2 

1.50 

6.12 

In  order  to  render  cows'  milk  acceptable  to  the  child's 
stomach  it  is  necessary  to  diminish  the  quantity  of  proteids 
and  increase  the  amount  of  sugar.  The  former  is  accomplished 
by  diluting  the  milk  with  water.  The  following  formulae  are 
generally  recommended : — 

To  a  child  3  months  old,  V4  milk,  V4  water. 

«    «      "      6  •    "  "     V2      "      V2      " 

«     »         ..         9  u  ..       ,^^        »        1/^        .. 

«    "      "    12       "  "     pure  milk. 

The  increase  in  the  quantity  of  milk  is,  of  course,  accom- 
plished gradually  between  each  quarter  of  the  year.  Indeed, 
the  scheme  just  outlined  must  often  be  deviated  from,  depend- 
ing upon  the  condition  of  the  individual  infant.  Some  children, 
for  example,  do  not  tolerate  pure  milk  even  at  the  age  of  12 
months,  while  others  tolerate  it  at  the  age  of  6  months.  Others, 
again,  in  order  to  thrive,  must  receive  more  milk  in  the  first 
three  months.  Water  is  the  best  diluent.  From  the  third 
month  on,  in  order  to  supply  the  deficiency  in  salts,  it  is  fre- 
quently preferable  to  dilute  the  milk  with  barley-water  or 
oatmeal-water  (2  tablespoonfuls  of  unhusked  barley-  or  oat- 
meal- grain  are  boiled  with  1  liter  of  water  for  one-half  hour  in 
a  covered  pot,  then  strained  through  a  finely  woven  net  and 
water  added  to  make  1  liter).  Also  by  mixing  the  milk  with 
different  infant-foods  [e.g.,  Eeed  &  Carnrick's  soluble  food]. 
Indeed,  with  some  children  such  mixtures  agree  better.  The 
addition  of  cream  (from  1  to  2  teaspoonfuls  to  1  tablespoonful 
for  a  meal),  to  make  good  the  deficient  quantity  of  fat  in  cows' 
milk,  is  also  often  recommended  and  contributes  to  the  welfare 
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of  some  children.  This  addition  of  fat  and  salts,  however,  is 
usually  superfluous.  It  is  absolutely  necessary  to  add  sugar  to 
the  milk,  best  in  the  form  of  milk-sugar  (about  15  grams — 5 
heaping  teaspoonfuls — to  V2  liter  of  food).  It  is,  of.  course, 
impossible  to  equalize  the  difference  in  the  nature  of  the  pro- 
ieids;  on  the  other  hand,  the  milk  can  always  be  freed  from 
bacterial  contamination  by  sterilization  (q.v.).  The  milk  must 
be  of  good  quality  and  be  obtained  clean,  and  kept  clean  until 
used  if  the  child  is  to  remain  healthy.  The  hygiene  of  the 
stable  is  an  exceedingly  important  factor,  and,  if  possible,  the 
physician  should  convince  himself  that  all  requirements  are 
complied  with.  Good  milk  should  be  a  white,  opaque  fluid  of 
aromatic  odor,  not  bitter  in  taste,  clear  of  threads  and  mucus, 
and  have  no  visible  sediment  even  after  several  hours'  standing 
(to  be  observed  in  a  conical  glass).  The  reaction  should  be 
amphoteric  or  faintly  alkaline;  the  specific  gravity,  1.029  to 
1.034.  Mixed  milk  is  best, — i.e.,  milk  of  several  cow^s, — because 
the  differences  as  to  race,  age,  and  tinie  after  weaning  the  calf 
are  equalized,  and  mild  disturbances  of  health  in  one  cow  are 
not  so  easily  manifested.  Dry  feeding  is  productive  of  the  best 
milk,  although  other  kinds  of  feedings  are  not  detrimental.  It 
is  the  sudden  transition  from  one  form  of  fodder  to  the  other 
that  often  causes  a  change  in  the  milk  which  gives  rise  to  di- 
gestive disturbances  in  the  child.  Finally,  the  quantity  of  cows' 
milk  the  infant  is  to  receive  with  each  meal  should  be : — 

In  the  1st  month,  50  to  75  grams  [3xii-xviij]. 

In  the  2d  month,  up  to  120  grams  [Siv]. 

End  of  the  6th  month,  150  to  200  grams  [Sv-vj]. 

From  the  9th  to  12th  month  200  to  250  grams  [Svi-viij]. 

[As  the  percentage  of  fat  requisite  for  the  maintenance 
and  development  of  the  child  is  greatly  reduced  by  diluting 
"whole"  cows'  milk,  there  has  largely  come  into  vogue  the  plan 
of  using  the  upper  portion  of  the  milk,  which  is  commonly 
spoken  of  as  "top-milk." 

Top-MiLK,  as  obtained  in  'New  York  City,  contains,  accord- 
ing to  J.  Winters,  the  following  percentage  of  fat  and  pro- 
teid : — • 
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PORTION   TAKEN.  FAT.  PROTEID. 

Upper    V2  ounce 24.8  3,1 

Upper    1  ounce 23.1  3.2 

Upper   2  ounces  21.4  3.3 

Upper    4  ounces   20.1  3.4 

Upper    6  ounces   18.6  3.5 

Upper    8  ounces   16.7  3.6 

Upper  12  ounces   12.1  3.7 

Upper  16  ounces   9.4  3.8 

In  accordance  with  this  table  the  following  scheme  of  feed- 
ing is  appended  with  the  object  in  view  of  assisting  the  physi- 
cian in  prescribing  proper  milk  mixtures  without  being  com- 
pelled to  enter  into  minute  complicated  calculations.  It  should 
be  borne  in  mind,  however,  that  no  schedule  can  be  followed 
with  absolute  regularity,  and  that  individualization  is  the  key- 
note to  successful  infant-feeding. 


Feeding  Scheme. 


S 

Ingredients  for  Total  Number 

of  Feedings, 

Age. 

Top-milk  op 

One  Bottle 

(Ounces). 

Lime-water 

OR  (Later) 

Grukl  (Ounces). 

If 

n 

H 

1  day     to    2  weeks 

9 

Ito    2 

1 

3 

10 

2  weeks  "4      " 

9 

4  "     6 

2 

6 

20 

4      u      u     8      " 

8 

8  "  10 

3 

8 

22 

8      "      ''  12      " 

7 

12  "  14 

3 

8 

18 

12      "      "  24      " 

6 

16  "  18 

3 

7 

16 

24      "      "  36      " 

6 

20  *'  22 

3 

6 

12 

36      "      "  48      " 

6 

24  "  26 

3 

3 

8 

48      "      "  60      *' 

5 

28  "  32 

whole  milk 

3 

3 

4 

Occasionally  cases  are  encountered,  which  fare  badly  on 
fresh  cows^  milk,  no  matter  how  carefully  and  scientifically  pre- 
pared. In  such  cases  peptonized  milk,  condensed  milk,  or  the 
well-known  proprietary  infant-foods  should  receive  unbiased 
consideration. 
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Partially  Peptonized  Milk. — "  One  pint  of  fresh  cows' 
milk  and  4  ounces  of  water  are  put  into  a  bottle  and  a  powder 
added  containing  5  grains  of  extractnm  pancreatis  and  15  grains 
of  sodium  bicarbonate.  This  is  kept  at  a  temperature  of  from 
105°  to  115°  P.,  or  about  as  warm  as  the  hand  can  bear  com- 
fortably, which  is  best  maintained  by  placing  the  bottle  in 
water.  It  should  be  shaken  from  time  to  time.  The  process  is 
continued  for  from  six  to  twenty  minutes."  The  mixture  is 
then  placed  on  ice  if  the  milk  is  not  to  be  fed  at  once. 

Completely  Peptonized  Milk. — "The  process  is  exactly 
the  same  as  the  above  except  that  the  peptonizing  process  is  con- 
tinued for  two  hours. 

'^  Peptonized  milk  is  to  be  diluted  according  to  the  age  of 
the  child.  In  acute  attacks  of  indigestion  completely  peptonized 
milk  is  usually  preferable  to  that  which  has  been  partially  pep- 
tonized. At  most  peptonization  should  be  used  only  for  a 
month  or  two  at  a  time ;  as  the  case  improves  the  amount  of  the 
powder  used  is  gradually  diminished  and  the  time  of  peptoniz- 
ing shortened." 

Condensed  Milk  is  composed,  approximately,  of  7.0  per 
cent,  of  fat,  8.5  per  cent,  of  proteids,  51.0  per  cent,  of  sugar, 
1.5  per  cent,  of  salts,  and  31.0  per  cent,  of  water.  By  diluting 
it  with  from  12  to  6  parts  of  barley-water,  a  milk  mixture  is 
obtained  which  is  quite  nourishing  and  readily  digestible.  Some 
authorities  suggest  the  addition  of  an  equal  quantity  of  cream 
to  supply  the  deficiency  of  fat  arising  from  the  dilution  with 
water.  As  a  temporary  food,  especially  among  the  poor  who 
have  no  means  of  obtaining  good  fresh  cows'  milk  and  of  keep- 
ing it  free  from  contamination,  condensed  milk  serves  as  an 
excellent  substitute.  Its  continued  use,  however,  is  apt  to  lead 
to  digestive  disorders  and  to  rickets. 

Infant-foods. — The  remarks  just  made  in  reference  to 
condensed  milk  to  a  great  extent  hold  good  also  to  the  proprie- 
tary foods.  The  latter  are  generally  classified  into  milk-modifi- 
ers and  milk-foods.  To  the  milk-modifiers  belong,  among  others, 
Mellin's,  Wyeth's,  Wampole's,  and  Eskay's  foods,  and  "  imperial 
granum,"  while  ^^  malted  milk,"'  Kestle's,  Allenbur3^'s,  and  Eeed 
&  Carnick's  "lacto-preparata"  and  "soluble  food'^  are  the 
chief  representatives  of  the  milk-foods.    According  to  J.  Lewis 
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Smith,  "Carnrick's  'food'  contains  a  large  percentage  of  the 
solid  constituents  of  milk,  the  casein  of  which  lias  been  partially 
digested,  so  as  to  resemble  the  casein  of  human  milk  in  its  be- 
havior under  the  digestive  ferments.  Used  alone  it  is  suffi- 
ciently nutritious  for  the  infant/' — Sheffield.] 

Asses'  Milk  resembles  human  milk  more  closely  than  cows' 
milk  and  offers  the  best  substitute  for  woman's  milk,  at  least 
up  to  the  fourth  month;  less  so  beyond  this  age,  owing  to  its 
deficiency  in  fat.  It  contains  almost  the  same  quantity  of  pro- 
teids  as  woman's  milk;  the  quantitative  relation  between  casein 
and  albumin  is  also  the  same.  Finally,  asses'  milk  contains 
almost  the  same  amount  of  salts  (0.42  per  cent.)  and  sugar  (().2 
[>er  cent.).  As  asses  are  always  immune  against  tuberculosis  and 
almost  free  from  other  diseases,  the  consumption  of  raw  asses' 
milk  might  be  worth  considering,  as  it  is  certainly  more  readily 
digested  than  boiled  milk.  Unfortunately,  however,  owing  to 
the  scarcity  of  these  animals,  asses'  milk  is  too  expensive  for 
infant-feeding.  Its  use  as  a  food  for  sick  children  for  at  least  a 
few  weeks  should,  however,  be  taken  into  consideration. 

Sterilization  of  Milk. — Cows'  milk  which  is  to  be  used  for 
feeding  of  infants  must  be  sterilized  as  early  as  possible  after 
milking  in  order  to  destroy  the  bacteria  contained  in  the  milk, 
wdiich  may  multiply  before  the  milk  is  given  to  the  baby. 
Furthermore,  there  is  danger  that  the  milk  is  obtained  from  a 
diseased  cow.  According  to  Fliigge,  sterilization  is  insufficient 
to  destroy  all  germs,  and  very  virulent  peptonizing  bacteria, 
which  peptonize  the  casein  with  formation  of  rennet  ferment, 
are  uninfluenced.  The  further  development  of  these  bacteria 
is,  however,  prevented  by  keeping  the  milk  in  a  cold  place  im- 
mediately after  sterilization.  If  the  milk  is  preserved  in  an  air- 
tight, closed  vessel,  after  the  important  pathogenic  bacteria  are 
destroyed  those  remaining  do  no  damage.  The  milk  is  best 
sterilized  in  steamers  as  constructed  by  Soltmann  and  others. 
The  Soxhlet  apparatus  [or  the  Arnold  sterilizer],  however,  is 
the  best,  as  with  it  several  feedings  can  at  once  be  sterilized. 
The  quantity  of  milk  necessary  for  twenty-four  hours  is  cor- 
rectly diluted  (see  "Cows'  Milk"),  divided  in  several  bottles 
and  sterilized  together  by  e:?^osure  to  the  steam  at  boiling  heat 
for  from  ten  to  fifteen  minutes.    Formerly  the  milk  was  steamed 
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for  forty-five  minutes,  but  recent  observations  have  proved  that 
milk  is  changed  by  too  long  sterilizing,  so  that  anemia,  Barlow's 
disease,  etc.,  result  from  its  use.  The  bottles,  which  are  pro- 
vided with  rubber  stoppers,  close  automatically  and  remain  air- 
tight. The  milk-containing  bottles  should  be  warmed  to  body- 
temperature  before  feeding. 

[Pasteurization,  or  sterilizing  at  lower  temperatures,  has 
largely  come  into  vogue  in  this  country.  It  consists  of  heating 
the  milk  to  a  temperature  of  from  150°  to  160°  F.  for  a  period 
of  from  thirty  to  forty-five  minutes.  It  is  readily  accomplished 
by  means  of  the  Arnold  or  any  other,  similar,  sterilizer  by  en- 
tirely dispensing  with  the  "hood"  of  the  sterilizer,  thus  per- 
mitting the  steam  to  pass  freely  out  of  the  holes  in  the  lid. 
After  pasteurizing  the  bottles  are  cooled  by  allowing  a  moderate 
stream  of  cold  water  from  the  faucet  to  run  into  the  sterilizing 
chamber,  care  being  taken  that  the  cold  water  does  not  splash 
upon  the  hot  bottles  and  thus  crack  them. 

The  medical  profession  seems  to  be  almost  evenly  divided 
on  the  question  of  raw  milk  for  infant-feeding.  One-half  claims 
all  advantages  for  raw  milk;  the  other,  in  the  same  emphatic 
manner,  for  sterilized  milk.  Both,  however,  lose  sight  of  the 
middle  way,  which  is  generally  the  safest — i.e.,  pasteurization. 
Sterilization  at  a  high  temperature  is  certainly  the  ideal  method 
from  a  bacteriological  point  of  view.  It  destroys  almost  all 
pathogenic  bacteria,  particularly  those  producing  typhoid,  chol- 
era, acute  gastro-enteritis,  etc.  It  has  the  disadvantages,  how- 
ever, of  changing  the  taste  of  the  milk,  some  children  refusing 
to  drink  it;  it  is  more  difficult  of  digestion;  the  nourishing 
qualities  are  somewhat  diminished;  and,  finally,  sterilized  milk 
tends  to  produce  constipation.  Eaw  milk,  while,  if  properly 
prepared,  is  entirely  free  from  the  disadvantages  just  enume- 
rated, as  obtainable  in  large  cities,  in  the  summer,  is  unfit  for 
infants'  food,  owing  to  the  virulent  bacteria  it  very  often  con- 
tains, and  the  great  difficulty  of  keeping  the  milk  from  turning 
sour,  even  for  a  few  hours.  On  the  other  hand,  pasteurization 
preserves  the  taste  and  quality  of  the  milk  and  destroys  most  of 
the  pathogenic  micro-organisms.  If  kept  cool  after  having 
been  pasteurized  it  usually  does  not  turn  sour  for  at  least  twelve 
hours. — Sheffield.] 


Remarks  on  Physical  Diagnosis. 


Pulse. — The  normal  pulse-rate  in  children  is  much  more 
frequent  than  in  adults.  In  the  newly  born  it  is  from  120  to 
150,  and  remains  as  high  during  the  first  few  months.  In  the 
second  year  it  is  100  and  over;  it  then  gradually  diminishes, 
but  it  is  still  90  per  minute  in  children  from  3  to  6  years  of 
age.  It  does  not  reach  the  pulse-rate  of  the  adult  until  the 
second  decade.  The  pulse-rate  varies  with  the  change  of  the 
attitude  of  the  child.  It  is  increased  by  suckling  and  eating 
food.  It  is  more  markedly  influenced  by  crying  and  excite- 
ment: e.g.,  when  the  physician  approaches.  If  the  latter  does 
not  bear  this  in  mind  he  is  very  apt  to  be  misled,  inasmuch  as 
retardation  of  the  pulse  (icterus)  may  escape  his  observation, 
and  high  frequency  alarm  him. 

It  must  be  emphasized  that  very  pronounced  acceleration 
of  the  pulse  is  not  of  such  prognostic  importance  in  children  as 
in  adults.  Biedert  counted  218  beats  per  minute  in  a  child  1 
year  old  who  continued  to  live  eight  days  longer.  [In  a  boy 
3  years  old  suffering  from  pneumonia  I  counted  220  beats 
per  minute.  The  child  recovered  fully  within  a  week. — Shef- 
field.] Such  a  pulse  in  an  adult  would  indicate  approaching 
dissolution.  Examination  of  the  pulse  of  children  is  reliable 
only  during  sleep.  The  tip  of  the  index  finger  is  gently  placed 
upon  the  radial  artery;  if  the  child  wakes  the  movements  of  its 
arm  must  be  followed  without  resistance;  if  it  becomes  still  more 
active  the  arm  should  be  at  once  released  and  further  examina- 
tion postponed  until  the  child  is  again  sound  asleep.  Only  then 
can  the  physician  draw  correct  conclusions  as  to  the  condition  of 
the  pulse.  It  must  also  be  remembered  that  even  in  health}'  chil- 
dren the  pulse  is  sometimes  somewhat  irregular  during  sleep, 
and  that  during  convalescence  from  acute  febrile  diseases,  such 
as  pneumonia,  typhoid,  measles,  etc.,  the  pulse  may  be  irreg- 
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ular  or  retarded  for  weeks  without  cause  for  alarm.  Eetarda- 
tion  of  the  pulse  is  observed,  for  example,  in  sclerema,  uremia, 
debility,  and  at  the  onset  of  tubercular  meningitis.  In  the 
latter  disease  it  is  often  unequal  and  irregular,  and  becomes 
considerably  more  rapid  in  the  last  stages.  The  same  is  often 
also  the  case  with  scarlet  fever.  To  conclude  from  the  pulse 
alone  that  there  is  fever  is  mere  conjecture.  In  threatening 
collapse  the  pulse-wave  usually  grows  smaller ;  in  heart  and  brain 
disease  arhythmical  and  interrupted,  while  in  typhoid,  etc., 
dicrotic.  Also  the  relation  of  the  pulse  to  respiration  (normally 
from  3  or  4  to  1)  may  be  a  valuable  sign. 

Respiration. — Eespiration  in  children  has  some  peculiari- 
ties. It  is  quicker  than  in  adults,  and,  the  younger  the  child, 
the  quicker  the  respiration.  In  the  newborn  the  number  of 
respirations  is  from  30  to  40  per  minute  and  quite  superficial; 
in  the  first  weeks  of  life,  from  25  to  35;  in  children  from  2 
to  5  years  old,  from  32  to  26;  in  those  6  to  14  years  old,  21 
to  24;  they  then  become  slower  until  they  reach  the  number 
of  the  adult  (16  [to  18]).  It  is  more  frequent  in  sitting  and 
standing  than  in  the  recumbent  posture.  Eespiration  is  best 
observed  when  the  child  is  asleep,  as  it  is  then  usually  more 
rhythmical. 

Every  little  emotional  impression  changes  the  respiration; 
it  even  may  be  interrupted  by  pauses  without  signif3dng  any- 
thing. Even  Cheyne-Stokes  respiration  is  of  no  significance. 
Increased  frequency  of  the  respiration  does  not  always  indicate 
the  presence  of  respiratory  disease  unless  it  be  labored,  moan- 
ing, whistling,  and  sighing  in  character.  Snoring  respiration  is 
suggestive  [of  adenoids]  of  tonsillar  hypertrophy,  angina,  retro- 
pharyngeal abscess,  etc.,  while  a  harsh,  deep,  stenotic  sound  sug- 
gests croup.  The  normal  ratio  of  respiration  to  pulse  is  3  or  4  to 
1;  disturbance  of  this  proportion  is  abnormal.  Persistent  dis- 
turbance {e.g.,  40  to  60  respirations  to  120  or  140  pulse),  as  a 
rule,  indicates  disease  of  the  respiratory  tract,  unless  rachitis 
(rachitic  children  with  deformed  thorax  breathe  more  quickly) 
or  nerve  trouble  exists.  Thus,  during  first  dentition  in  otherwise 
healthy  infants  Henoch  often  saw  a  frequency  of  from  60  to  90 
respirations  for  months,  which  returned  to  normal  with  appear- 
ance of  the  teeth  (reflex  excitement  of  respiratory  center).    In- 
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creased  respiratory  frequency  is  similarly  observed  in  the  course 
of  pertussis  and  in  tuberculosis  of  the  bronchial  glands.  Dimi- 
nution of  frequency  is  found  particularly  in  cerebral  diseases, 
laryngo-tracheal  stenosis,  and  sclerema. 

The  type  of  respiration  is  abdominal  in  the  first  few  weeks 
and  months  of  life,  owing  to  the  predominance  of  the  diaphragm 
over  the  thorax.  It  changes  slowly,  and  in  the  tenth  to  eleventh 
year  the  respiratory  type  of  adults  (in  girls  costal!)  gradually 
sets  in.  Light  inspiratory  retractions  at  the  lower  edge  of  the 
ribs  (insertion  of  diaphragm),  which  are  observed  in  the  first 
few  weeks  or  months  of  life  and  persist  even  longer  in  rachitis 
(relaxed  thorax),  are  physiological.  The  vital  capacity  of  the 
infantile  lungs  is  especially  large,  owing  to  greater  elasticity  of 
the  thorax.  This  explains  the  power  of  the  child  to  hold  its 
breath  and  to  cry  long.  As  to  the  "respiratory  sound,"  see 
"Auscultation." 

Temperature. — The  temperature  in  children  up  to  the  sixth 
or  eighth  year  is  best  taken  per  rectum.  It  drops  markedly  in 
the  newly  born  soon  after  birth,  ranging  between  95°  and  94° 
F.,  but  begins  to  rise  a  few  hours  after  and  reaches  99°  to 
100°  F.,  which  is  normal  in  children.  A  temperature  of  101° 
to  102°  F.  on  the  fourth  or  fifth  day  is  indicative  of  pathological 
processes  (e.g.,  omphalitis).  Temperature  changes  are  quite 
frequent  in  children,  owing  to  the  fact  that  their  heat-regulat- 
ing power  is  not  as  yet  fully  developed.  The  diagnosis  of  fever 
must,  therefore,  be  made  with  some  reserve.  Feeding,  severe 
crying,  running,  fright,  etc.,  cause  an  elevation,  and  sleep  a 
lowering  of  temperature.  Also  slight  indispositions — e.g.,  con- 
stipation— considerably  raises  the  temperature.  The  tempera- 
ture may  rise  high  in  indigestion,  and  all  other  diseases  cause 
high  fever;  it  is  therefore  not  of  such  bad  prognostic  im- 
portance as  in  adults.  The  differences  between  the  morn- 
ing and  evening  temperatures  in  febrile  affections  are  more 
marked  in  children  than  in  adults,  as  is  also  the  critical  tem- 
perature drop:  e.g.,  in  pneumonia  (9°  F.  or  more).  Antipyretics 
are  sometimes  followed  by  so  pronounced  a  drop  of  temperature 
that  collapse  ensues.  Caution  is  therefore  imperative.  Con- 
siderable lowering  of  the  temperature  is  caused  by  sclerema  and 
hydrocephalus.     Children  with  congenital  heart  disease  and 
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those  prematurely  bom  cool  off  very  readily.  The  deficient 
heat-regulating  power  of  such  children  must  therefore  be  as- 
sisted by  external  artificial  heat,  in  order  not  to  permit  the  tem- 
perature to  sink  so  low  as  to  imperil  the  vital  functions. 

Auscultation  of  the  Thorax. — (a)  Or  the  Lungs. — Auscul- 
tation should  precede  percussion  because  the  latter  is  less  pleas- 
ing to  children.  To  avoid  frightening  the  child  the  ears  [if  no 
stethoscope  is  employed]  should  be  warm.  Crying  interferes 
very  little  with  auscultation  of  the  lungs.  On  the  contrary,  it 
aids  somewhat  in  revealing  bronchophony  over  limited  and 
deeply  seated  infiltrations.  Auscultation  of  the  sides  of  the 
chest,  at  the  axilla,  must  not  be  forgotten.  The  respiratory 
sound  is  quite  weak  in  the  first  weeks  of  life,  because  the  short, 
superficial  respiration  is  not  sufiicient  powerfully  to  force  the 
air  through  the  bronchi.  When  the  child  is  6  months  old, 
however,  breathing  is  distinctly  "  puerile,^^  and  a  sharp  blowing 
sound,  resembling  bronchial  breathing  of  the  adult,  may  be 
heard  which  is  especially  distinct  in  rachitic  deformities.  The 
sounds  are  louder  on  the  right  than  on  the  left  side  because  the 
right  bronchus  is  of  larger  diameter.  Pure  bronchial  breathing 
is  physiological  between  the  scapulae  (especially  to  the  right  of 
the  spinal  column),  but  pathological  in  other  localities.  Fur- 
thermore, in  small  children  inspiration  only  is  heard  distinctly, 
while  expiration  is  heard  with  difficulty  or  not  at  all  if  the  child 
is  perfectly  quiet.  The  pathological  sounds  are  almost  identical 
with  those  in  the  adult.  The  practitioner  must  not  be  misled 
by  rattles  and  rales,  which  may  originate  in  the  nose  or  throat 
while  the  child  is  crying  and  be  transmitted  to  the  chest.  Dur- 
ing deep  respirations  or  when  the  child  is  about  to  cry,  fine, 
vesicular  rales  may  at  times  be  heard  over  the  borders  of  the 
lungs,  especially  the  lingula  (fourth  left  costal  epiphysis),  in 
the  region  of  the  tenth  and  eleventh  vertebral  bodies  poste- 
riorly, and  in  the  supraclavicular  region.  These  sounds  are  due 
to  the  entrance  of  air  into  the  previously  undistended  alveoli. 

(i)  Of  the  Heart. — The  auscultatory  points  of  the  heart 
are  the  same  in  children  as  in  adults,  except  that  the  apex-beat 
is  displaced  outward.  In  auscultating  the  normal  heart  of 
young  children,  accentuation  of  the  first  sound  is  heard  equally 
well  at  the  arterial  and  venous  orifices,  thus  deviating  from  the 
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condition  observed  in  adults.  Accentuation  of  the  second  sound 
is  not  heard  until  about  puberty.  Constant  augmentation  of 
the  second  pulmonary  sound  over  the  first  ventricular  sound  is 
pathological,  while  temporary  accentuation  is  usually  due  to 
excitement.  The  latter  is  also  the  cause  of  cardiac  arhythmia 
which  is  often  encountered  in  the  beginning  of  the  examination 
of  the  patient  and  disappears  quickly;  and  it  is  also  responsible 
for  sounds,  especially  of  the  second  pulmonary,  due  to  arliyth- 
mical  closure  of  the  valves.  All  this,  in  addition  to  the  systolic 
vesicular  breathing  or  sound  which  is  quite  frequently  heard  in 
children,  especially  at  the  left  boundary  of  the  heart,  renders 
the  diagnosis  of  heart  affections  in  children  quite  difficult.  On 
the  other  hand,  the  diagnosis  is  sometimes  facilitated  by  the 
fact  that  anemic  sounds  are  almost  never  heard  in  children 
under  4  years  of  age.  The  heart-sounds  are  louder  in  chil- 
dren than  in  adults,  and  are  often  audible  also  over  the  back, 
abdomen,  liver,  and  stomach,  owing  to  favorable  conduction. 
They  are  somewhat  dull  in  nurslings,  and  become  gradually 
clearer  up  to  the  period  of  puberty.  The  heart-beat  in  children 
may  be  weak  or  strong,  subject  to  the  same  influence  as  in 
adults. 

Percussion. — 1.  To  percuss  the  lungs  of  little  children  cor- 
rectly is  quite  an  art,  owing  to  their  restlessness,  crying,  etc. 
It  is  best  to  percuss  with  the  fingers,  although  a  very  small 
pleximeter  made  of  flexible  material  may  also  be  used.  In  every 
case  gentle  percussion  is  absolutely  essential,  owing  to  the  fact 
that  resonance  is  greatly  favored  by  the  elasticity  of  the  tho- 
racic walls,  and  harder  percussion  may  give  rise  to  co-vibration 
of  distant  parts  and  lead  to  error.  It  is  best  to  percuss  while  the 
child  is  sitting  as  erect  as  possible,  since  artificially  produced 
scoliotic  curvatures  occasion  dullness  in  these  parts.  Lateral 
postures  also  may  be  chosen.  The  child  should  never  lie  upon 
its  abdomen,  for  compression  of  the  abdomen  pushes  the  in- 
testines and  diaphragm  upward,  diminishes  the  thoracic  space, 
and  is  apt  to  intensify  the  dyspnea  up  to  asph3^xia  when  the 
child  is  already  suffering  from  embarrassed  respiration.  Aside 
from  the  posterior  portions  of  the  thorax  the  lateral  and  an- 
terior aspects  must  not  be  forgotten  since  diseased  foci  are  often 
detected  here.     Thus,  for  instance,  pneumonic  spots  are  sojue- 
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times  found  under  the  clavicle  while  the  posterior  portions  are 
perfectly  normal.  In  order  to  judge  rightly  it  is  best  to  percuss 
during  the  height  of  expiration  and  inspiration.  No  reliance 
should  be  placed  upon  results  obtained  while  the  child  cries,  for 
during  crying  artificial  dullness  may  readily  be  obtained  even 
in  a  healthy  child  over  the  lower  posterior  portions,  owing  to 
compression  of  the  lungs  and  to  the  ascension  of  the  diaphragm; 
furthermore,  during  crying  a  metallic  clink  may  often  be  heard 
even  in  a  healthy  child.  Finally,  it  is  important  very  carefully 
to  percuss  the  portions  which  correspond  with  the  tracheal 
bifurcation  (glandular  swelling). 

2.  As  to  percussion  of  the  heart,  Seitz  says :  '^  In  percussing 
the  heart  of  a  child  the  greatest  stress  must  be  laid  upon  rela- 
tive dullness,  which  can  usually  be  determined  without  difficulty 
by  a  lighter  stroke  than  in  the  adult,  and  especially  with  the  aid 
of  the  sense  of  resistance.  In  children  under  1  year  of  age 
the  highest  point  of  relative  heart-dullness  usually  lies  to  the 
left  of  the  sternal  end  of  the  second  rib.  The  left  border  of 
cardiac  dullness  arches  from  here  downward  to  the  fifth  rib  2 
centimeters  outside  of  the  left  mammillary  line,  while  the  right 
border  of  the  dullness  begins  at  the  highest  point  of  the  right 
sternal  end  of  the  second  rib,  crosses  the  second  right  inter- 
costal space,  arches  downward  to  the  right  parasternal  line,  and 
runs  along  the  latter  down  to  the  fourth  intercostal  space  or  to 
the  upper  border  of  the  fifth  right  rib.  The  fact  that  in  the 
first  year  of  life  the  left  heart  border  overlaps  the  left  mammil- 
lary line,  thus  also  the  extreme  end  of  the  left  lobe  of  the  liver, 
makes  it  clear  why  at  this  period  of  life  it  is  often  possible  to 
determine  the  lower  boundary  of  the  heart,  which  runs  bilat- 
erally somewhere  near  the  upper  border  of  the  fifth  rib  or 
ascends  somewhat  from  left  to  right.  The  area  of  the  cardiac 
dullness  measures,  along  the  mammillary  line,  from  6.5  to  8 
centimeters;  so  that  the  left  border  of  the  area  of  dullness 
overlaps  the  palpable  apex-beat.  The  apex-beat  usually  does 
not  correspond  with  the  apex  of  the  heart,  but  with  a  section 
of  the  heart  lying  either  above  or  to  the  inner  side  of  the  apex- 
beat.  The  area  of  absolute  cardiac  dullness  in  children  under 
1  year  of  age  extends  from  the  lower  border  to  the  left  third 
rib  downward  along  the  left  sternal  border  and  does  not  always 
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reach  the  left  mamniillary  line.  At  6  years  of  age  the  condi- 
tions in  regard  to  the  area  of  relative  heart-dullness  have 
changed.  The  highest  point  still  lies  within  the  sternal  end  of 
the  second  intercostal  space,  but  the  left  boundary  overlaps  the 
left  mammillary  line  by  1  centimeter;  the  right  border  no 
longer  reaches  the  right  parasternal  line,  and  the  lower  border 
01  tlie  heart  is  situated  on  a  horizontal  line  extending  from  the 
lower  border  of  the  right  fifth  rib  to  the  left  fifth  intercostal 
space.  The  greatest  width  of  dullness  amounts  to  10.2  centi- 
meters. The  absolute  heart-dullness  begins  at  the  upper  border 
of  the  fourth  rib,  and  its  lateral  boundaries  are  displaced  about 
1  centimeter  to  the  median  line.  From  the  twelfth  year  onward 
the  highest  point  of  relative  dullness  is  located  somewhat  lower, 
at  the  sternal  end  of  the  third  rib.  The  left  border  overlaps  the 
left  mammillary  line  only  slightly  or  not  at  all,  and  meets  the 
lower  boundary  at  the  lower  border  of  the  sixth  rib.  The  right 
border  of  the  area  of  dullness  extends  to  the  sternal  end  of  the 
fourth  right  rib  and  runs  nearly  in  the  median  line  between  the 
right  sternal  and  parasternal  lines  up  to  the  right  intercostal 
space,  where  transition  to  the  lower  boundary  takes  place.  The 
greatest  width  of  dullness  amounts  to  11.5  centimeters.  From 
the  twelfth  year  onward  the  absolute  dullness  varies  very  little 
from  that  in  adults,  and  the  conditions  at  the  age  of  1-4  are 
entirely  analogous  with  those  in  the  adult.  Active  and  passive 
motility  of  the  relative  heart-dullness  cannot  be  detected  in  early 
childhJod.^' 

Great  care  should  also  be  exercised  in  percussing  the  child's 
heart.  Hauser  says :  "  The  child^s  heart  must  be  percussed  very 
gently  and  carefulk,  for  the  reason  that,  owing  to  elasticity  of 
the  thorax,  hard  percussion  is  apt  to  cause  co-vibration  of  the 
lungs  in  the  vicinity  of  the  heart;  and,  vice  versa,  owing  to  the 
thinness  of  the  anterior  borders  of  the  lungs,  which  overlap  the 
heart  in  various  directions,  hard  percussion  of  the  lungs  may 
elicit  percussion  sounds  of  the  heart  as  well.  Furthermore,  the 
determination  of  the  size  of  the  heart  by  percussion  more  fre- 
quently leads  to  error  in  young  children  than  in  adults,  for  the 
reason  that  during  crying,  straining,  holding  of  the  breath,  and 
general  bodily  restlessness  the  heart  is  either  less  covered  by  the 
lungs  or  greatly  changes  its  relation  to  the  chest-wall,  and  is 
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also  differently  influenced  in  its  normal  relative  position  by  the 
variability  of  the  position  of  the  diaphragm. 

"  The  determination  of  the  area  of  relative  heart-dullness 
in  young  children  is  quite  possible,  but  it  always  becomes  more 
difficult  with  increase  in  years;  so  that  it  is  by  far  better  to  be 
satisfied  with  percussion  of  the  absolute  dullness.  Under  cer- 
tain circumstances  even  this  meets  with  difficulties  similar  to 
those  encountered  in  adults :  e.g.,  owing  to  emphysematous  over- 
lapping of  the  lungs,  shrinking  of  neighboring  portions  of  the 
lungs,  interstitial  pneumonia,  retraction  of  pleuritic  adhesions, 
etc."  Erroneous  impressions  of  diminution  and  enlargement  of 
the  heart  are  thus  obtained,  and  actual  changes  in  volume  are 
often  overlooked  even  on  most  careful  examination.  Hauser, 
for  example,  had  an  excellent  opportunity  to  convince  himself 
of  such  an  error  in  a  case  in  which  he,  together  with  two  other 
very  prominent  diagnosticians,  failed  to  recognize  an  enormous 
dilatation  and  hypertrophy  of  the  heart,  owing  to  the  fact  that 
during  life  an  acute  emphysema  of  the  lungs  which  developed 
in  the  course  of  a  severe  attack  of  pertussis  caused  the  area  of 
absolute  heart-dullness  to  appear  within  normal  boundaries.  At 
the  present  day  such  mistakes  are  generally  obviated  by  a 
Eontgen-ray  examination,  and  this  method  also  proves  most 
serviceable  in  the  detection  of  apparent  idiopathic  hypertrophy 
of  the  heart.  This  apparent  enlargement  of  the  heart  is  not  rare 
in  older  children,  and  is  manifested  by  general  debility,  dysp- 
nea, cardiac  palpitation  (especially  on  exertion),  headache, 
dizziness,  even  fainting  spells,  and  unpleasant  sensations  about 
the  heart.  The  plausible  assumption  that  these  phenomena  are 
due  to  anemia,  rapid  growth,  puberty,  etc.,  is  contradicted  by 
the  usual  finding  of  considerable  enlargement  of  the  area  of 
heart-dullness.  On  x-ray  examination,  however,  it  is  shown 
that  the  enlargement  is  only  apparent,  and  that  a  high  bilateral, 
also  unilateral,  position  of  the  diaphragm  is  the  cause  of  the 
heart  being  pushed  upward,  displaced  transversely  and  presFed 
against  the  chest-wall  over  a  w^der  area  than  normally.  The 
abnormal  position  of  the  diaphragm  is  usually  the  result  of 
dilatation  of  the  stomach,  distension  of  the  bowels,  etc. 

The  disturbances  caused  by  prolonged  displacement  of  the 
heart  may  persist  for  a  long  time  and  not  be  remedied  until  a 
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rational  mode  of  life  has  been  instituted.  The  latter  consists 
of  avoidance  of  articles  of  food  and  drink  which  cause  flatu- 
lence, small  and  frequent  meals,  regular  action  of  the  bowels, 
and  respiratory  exercises. 

Laryngoscopy  is  very  difficult  in  older  children  and  hardly 
possible  in  smaller  ones.  It  is  very  much  facilitated  by  means 
of  a  new  instrument  invented  by  Escat.  With  this  apparatus 
laryngoscopy  can  usually  be  performed  in  one  sitting  even  in 
small,  stubborn  children.  On  rapidly  introducing  the  instru- 
ment over  the  back  of  the  tongue  two  hooks  attached  to  the 
distal  forks  enter  the  pyriform  sinus  on  each  side  of  the  larynx. 
Powerful  forward  traction  is  now  made  by  exerting  downward 
pressure,  and  the  mirror  is  then  introduced.  The  lumen  of  tlic 
larynx  remains  free;  the  epiglottis  clings  snugly  to  the  dorsum 
of  the  tongue  and  a  clear  view  of  the  inner  portion  of  the  larynx 
is  thus  obtained.  This  is  usually  also  the  case  with  Kirstein's 
autoscope  (q.v.).  The  latter  instrument  is  also  convenient  for 
operative  work   (removal  of  papillomata). 

Autoscopy  of  the  Larynx. — Kirstein^s  method  of  autoscopic 
examination  of  the  larynx  and  trachea  without  the  use  of  a 
mirror  is  very  valuable  in  the  treatment  of  children.  It  is  per- 
formed by  means  of  a  special  instrument, — the  autoscope, — 
which,  by  pressing  the  dorsum  of  the  tongue  forward,  stretches 
the  curved  tract  leading  to  the  affected  organs  and  simultane- 
ously lifts  the  epiglottis.  Children  whose  larynx  could  never 
before  be  examined  are  now  readily  viewed  (also  under  narcosis) 
and  easily  operated  upon,  e.g.,  for  removal  of  papilloma  of  the 
larynx  and  bronchi,  etc.,  thus  obviating  more  extensive  surgical 
procedures. 

Lumbar  Puncture,  if  performed  under  aseptic  precautions, 
is  a  harmless  operative  procedure.  It  was  advocated  by  Quincke 
a  few  years  ago,  and  consists  of  puncturing  the  dural  sac  and 
removing  cerebro-spinal  fluid.  The  patient  is  placed  upon  the 
side  [or  sitting  near  the  edge  of  a  table]  with  the  vertebral 
column  curved  forward.  The  puncture  is  made  slowly  about 
2  centimeters  deep,  between  the  third  and  fourth  lumbar  verte- 
brae [exactly  on  a  line  drawn  between  the  superior  crests  of  the 
ilia],  in  the  middle  line  between  the  spinous  process  [a  little 
to  one  side],  by  means  of  a  thin,  hollow  exploratory  needle. 
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Narcosis  is  iisiially  superfluous.  The  escaping  cerebro-spinal 
fluid  possesses  various  qualities.  In  tubercular  meningitis  it 
is  clear  and  colorless  like  water,  and  only  rarely  yellowish  or 
greenish.  At  times  it  contains  very  fine  coagula  and  flocculi, 
and  is  very  rich  in  albumin  [normally  a  mere  trace],  in  contrast 
with  that  in  tumors.  The  quantity  of  the  fluid,  which  usually 
runs  under  high  pressure,  as  a  rule,  amounts  to  from  20  to  30 
cubic  centimeters  and  sometimes  even  more.  In  epidemic  cere- 
bro-spinal meningitis  a  cloudy  fluid  containing  numerous  lym- 
phocytes is  obtained  in  fresh  cases,  and  a  clear  fluid  in  later 
stages.  The  latter  is  always  the  case  in  serous  meningitis,  while 
in  purulent  meningitis  it  is  always  cloudy  and  purulent.  These 
diagnostic  points  are  certainly  very  valuable,  and  become  much 
more  so  on  microscopical  examination  of  the  cerebro-spinal  fluid. 
In  tuberculous  meningitis  the  examination  almost  always  reveals 
tubercle  bacilli.  Sometimes,  however,  tubercle  bacilli  are  found 
only  after  repeated  examination.  Many  doubtful  cases  may  be 
cleared  up  in  this  manner.  The  equally  clear  fluid  in  serous 
meningitis  is  distinguished  from  the  former  by  the  absence  of 
tubercle  bacilli.  In  epidemic  cerebro-spinal  meningitis  the 
meningococcus  intracellularis  (Weichselbaum,  Jager)  is  de- 
tected, and  in  purulent  meningitis  the  streptococcus,  staphylo- 
coccus, etc.,  are  found. 

Lumbar  puncture  is  of  less  value  from  a  therapeutic  than 
from  a  diagnostic  standpoint,  but  several  remarkable  results 
were  obtained  with  it,  and  even  recoveries  from  serous  menin- 
gitis and  chronic  and  acute  hydrocephalus  are  on  record.  As 
a  rule,  however,  the  results  here  are  only  momentary,  as  is 
always  the  case  in  tumors,  tuberculous  meningitis,  etc.  Some- 
times the  benefit  derived  from  it  is  more  permanent,  inasmuch 
as  the  severe  symptoms  are  arrested  for  some  time,  the  patient 
is  considerably  relieved,  and  the  pressure  symptoms,  which 
threaten  life,  are  at  least  temporarily  abated.  In  view  of  the 
harmlessness  of  this  procedure  under  proper  aseptic  precau- 
tions it  should  be  tried  as  a  therapeutic  measure  in  the  affections 
mentioned. 


IV. 
Diseases  of  the  Newly  Born* 


Asphyxia  Neonatorum.  —  1.  Asi'hyxia  Livida.  —  In  this 
condition  the  face  is  somewhat  bloated,  slightly  cyanotic,  the 
tongue  and  lips  are  blue,  and  the  eyes  somewhat  bulging  and 
congested.  The  musculature  of  the  body  still  retains  some 
tonicity.  The  cutaneous  sensibility  is  unaffected.  The  heart- 
beat and  umbilical  pulse  are  slowed.  The  navel  vessels  are  con- 
gested. Apnea,  and  occasionally,  especially  after  stimulation 
of  the  skin,  gasping  inspiratory  efforts. 

2.  Asphyxia  Pallida  is  characterized  by  deathlike  pallor, 
loss  of  reaction  in  the  skin,  the  mucous  membranes,  and  the 
eyes.  The  limbs  are  limp,  the  heart-beat,  though  accelerated, 
is  scarcely  perceptible.  The  umbilical  cord  is  collapsed  and 
pulseless.    Complete  apnea. 

The  prognosis  in  asphyxia  livida  is  favorable  under  proper 
treatment. 

1.  The  treatment  consists  in  quickly  clearing  the  mouth 
and  pharynx  of  mucus  with  the  finger,  tying  the  cord  (first 
allowing  the  escape  of  about  one  tablespoonful  of  blood),  stimu- 
lation of  breathing  by  slapping  the  buttocks,  by  sprinkling  of 
cold  water,  or  immersing  the  body  in  a  warm  bath  alternated  by 
cold  showers.  The  child  is  kept  for  one  minute  in  the  bath,  then 
friction  is  applied;  then  again  a  one-minute  bath  and  again 
friction,  etc.  If  this  fails,  SchuUze's  method  (q.v.)  should  be 
employed. 

The  prognosfs  in  asphyxia  pallida  is  not  as  good  as  in 
asphyxia  livida. 

2.  Treat]ment. — Clearing  of  the  mouth,  artificial  respira- 
tion by  Schultze's  method  or  by  mouth-to-mouth  insufflation  by 
means  of  a  middle-sized  catheter  introduced  into  the  trachea. 
(Caution:  sometimes  ruptures  the  lungs!)  Also  rhythmical 
traction  [Laborde]  of  the  tongue  may  be  tried.    Eesuscitating 
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efforts  should  not  be  abandoned  so  long  as  the  heart  beats,  be 
it  ever  so  faintly.  Eelapses  may  occur,  and  careful  observa- 
tion of  the  patient  for  hours  afterward  is  therefore  necessary. 
[Suspend  the  baby  by  the  feet,  head  down,  and  clear  throat 
and  mouth  with  the  little  finger.  Dilate  the  sphincter  ani. 
Innnerse  the  patient  in  a  basin  of  warm  water  and  pour  cold 
water  upon  epigastrium.  Wrap  the  lower  half  of  the  child's 
body  in  warm  blankets  and  perform  Sylvester's  method  of  arti- 
ficial respiration,  or  place  the  child  in  a  basin  of  warm  water 
and  raise  the  upper  portion  of  the  body  above  the  (padded) 
brim  of  the  basin  in  such  a  manner  that  the  scapulae  hang  out- 
side of  it.  Secure  the  lower  portion  of  the  body  to  some  fixed 
point  and  support  the  occipital  portion  of  the  head  with  the 
palm  of  the  hand.  With  every  inspiration  allow  the  upper  por- 
tion of  the  child's  body  to  drop  downward  and  backward,  and 
with  every  expiration  bring  it  forward  in  a  semicircle.  Eepeat 
these  movements  at  the  rate  of  about  fifteen  times  a  minute. 
Hypodermic  injection  of  strychnine,  nitroglycerin,  or  whisky  is 
useful. — Sheffield.] 

Schultze's  Method  of  Artificial  Respiration  is  probably  the 
best  means  of  resuscitation  in  asphyxia  neonatorum  (q.v.).  It 
has  recently  been  recommended  also  in  bronchitis  and  ate- 
lectasis of  small  children. 

"The  child  is  grasped  by  the  shoulder  in  such  a  manner 
that  the  index  fingers  rest,  from  behind,  in  the  axillae,  the 
thumbs  upon  the  antero-lateral  surface  of  the  chest,  the  re- 
maining fingers  diagonally  across  the  back  and  the  child's 
extended  head  between  the  forearms  of  the  operator.  The 
suspended  child  is  now  svning  slowly  upward  so  that  the  lower 
part  of  the  body  sinks  upon  the  thorax  and  produces  powerful 
expiration,  with  synchronous  expulsion  of  foreign  contents 
from  the  air-passages.  After  a  few  seconds  the  swinging  motion 
is  reversed  and  a  powerful  inspiratory  act  follows.  During 
these  procedures  care  must  be  taken  that  the  thumbs  and  pos- 
terior fingers  do  not  exert  any  pressure  upon  the  chest- wall;  on 
the  contrary,  the  child  should  hang  by  the  axillae  on  the  index 
fingers;  furthermore,  the  oral  cavity  should  be  free  and  the 
tongue  pulled  forward.  The  process  is  repeated  from  eight  to 
ten  times;  the  child  should  then  be  placed  for  a  short  time  in 
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a  warm  bath,  and  the  swinging  movements  renewed  if  volun- 
tary respiration  has  not  occurred"  (Biedert).  These  directions 
must  be  carefully  observed,  as  otherwise  suggillations,  internal 
hemorrhages,  and  fractures  are  apt  to  occur.  If  cautiously 
practiced  fracture  of  the  clavicle  is  no  contra-indication  to 
Schultze's  method  of  artificial  respiration.  [Schultze's  method 
of  artificial  respiration  is  contra-indicated  in  premature  births. 
— Sheffield.] 

Atelectasis  Pulmonum. — This  condition  is  found  in  children 
born  prematurely  or  in  an  asphyxiated  condition,  especially  if 
the  asphyxia  (q.v.)  was  inadequately  treated,  so  that  respiration 
was  not  quite  properly  established,  or  foreign  bodies  (liquor 
amnii,  meconium)  entered  the  air-passages;  furthermore,  if 
the  respiratory  powers  are  too  weak,  portions  of  the  lungs  re- 
main in  a  fetal  condition,  i.e.,  collapsed. 

Symptoms. — Pallor,  sometimes  cyanosis  or  icterus,  very 
superficial  and  rapid  breathing,  subnormal  temperature  (no 
fever!),  weak  and  generally  a  slow  pulse.  The  patients  are 
unable  to  suckle  properly  or  to  cry  aloud  and  long  (feeble 
whine),  and  sleep  most  of  the  time.  The  percussion  note  over 
the  lungs  is  not  quite  clear,  and  weak,  vesicular  breathing  (never 
bronchial)  or  occasional  crepitus  is  heard. 

TREATMENT. — Stimulation  to  breathing  by  frequent  hand- 
ling (not  be  allowed  to  sleep  long),  frequent  change  of  position, 
warm  baths  (two  or  three  times  daily)  or  alternating  with  cold 
douches,  friction,  and  also  Schultze's  method  of  artificial  breath- 
ing (q.v.)  several  times  daily,  for  a  short  time.  Electrical 
stimulation  of  the  phrenic  nerve.  Artificial  heat.  Eoom  tem- 
perature, G2°  to  64°  F. ;  good  ventilation.  Warm  bottles  or 
permanent  warm  bath.  Incubator  (q.v.).  Careful  nursing  every 
one  and  one-half  hours,  if  possible,  with  mother's  milk  or  feed- 
ing with  a  spoon.  If  these  measures  are  carried  out  carefully 
the  prognosis  is  not  unfavorable,  otherwise  death,  or  permanent 
injury,  such  as  defective  closure  of  the  foramen  ovale  and  ductus 
arteriosus  Botalli  or  debility  throughout  life  will  result. 

TJric  Acid  Infarct.  —  Through  sudden  alteration  in  the 
blood-circulation  of  the  newly  born  infant  there  is  a  very 
strong  excretion  of  nitrogenous  metabolic  products  in  the  kid- 
neys; and,  as  the  newly  born  consumes  very  little  water  during 
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the  first  few  days  of  life,  these  products  are  not  washed  awa}^, 
but  settle  in  the  straight  urinary  tubules  of  the  kidneys.  Post- 
mortem transverse  section  reveals  here  a  yellowish-red  streak. 
This  uric  acid  infarct  usually  disappears  after  the  child  has 
consumed  more  fluid,  and  is  entirely  eliminated  after  from  two 
to  three  weeks.  At  times,  however,  it  is  of  longer  duration; 
uric  acid  and  ammonium  urate  crystals  are  retained  in  the 
lumen  of  the  tubules  at  the  papilla3  and  renal  pelvis  as  small, 
reddish-yellow  granules  which,  after  having  produced  certain 
disturbances,  become  visible  in  cloudy  urine.  If  the  young 
nursling  is  restless  while  urinating,  cries  aloud,  strains  hard, 
and  passes  but  little  urine,  uric  acid  infarct  must  always  be 
thought  of.  The  wet  portions  of  the  diapers  are  generally 
found  to  be  darker  in  color  than  usual;  it  is  sometimes  ob- 
served that  the  margins  of  these  spots  have  a  reddish  shade  and 
are  covered  with  reddish  granules.  Not  until  these  are  found 
is  the  diagnosis  certain,  as  the  other  symptoms  may  be  caused 
also  by  cystitis,  for  instance.  Uric  acid  infarct  may  also  give 
rise  to  redness  of  the  prepuce  or  of  the  internal  surface  of  the 
labia  as  a  result  of  irritation.  In  older  children  these  symptoms 
usually  do  not  indicate  the  presence  of  a  uric  acid  infarct,  but 
of  the  existence  of  newly  formed  uric  acid  concretions,  which 
are  undoubtedly  favored  in  their  development  by  residues  of 
the  former.  Uric  acid  infarcts  also  give  rise  to  nephritis.  It 
is  therefore  advisable  to  aid  the  elimination  of  persistent  uric 
acid  infarcts  as  soon  as  possible  by  means  of  large  quantities  of 
fluids. 

Umbilical  Hemorrhage  may  arise  from  defective  closure  of 
the  blood-vessels  as  a  result  either  of  defective  ligature  or  de- 
ficient development  of  pulmonary  respiration.  The  latter 
greatly  contributes  to  the  closure  of  the  blood-vessels  by  rapid 
lowering  of  the  blood-pressure  in  the  umbilical  arteries.  Putre- 
faction and  insufficient  desiccation  of  the  umbilical  stump,  etc., 
are  contributing  causes.  The  prognosis  is  generally  good.  It 
is  doubtful  only  in  premature  or  asphyxiated  children. 

The  hemorrhage  is  generally  arrested  by  tampons,  ligature, 
or  suture. 

The  rather  rare  form  of  idiopathic  umbilical  hemorrhage 
reuniting  from  congenital  syphilis,  sepsis,  hemophilia;  BuhPs 
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disease,  etc.,  is  more  dangerous.  Before  or  usually  after  separa- 
tion of  the  umbilical  cord  an  oozing  of  blood,  as  from  a  wet 
sponge,  and  which  cannot  be  arrested,  is  noticeable.  Death 
from  bleeding  sometimes  takes  place  within  from  one  to  two 
days,  but  occasionally  not  until  after  three  weeks  or  later. 

Treataeent  is  usually  futile.  The  mortality  is  from  80  to 
85  per  cent.  Styptic  cotton  (of  iron  chlorid),  pressure  bandage 
of  adhesive  plaster,  filling  of  the  navel  with  plaster  of  Paris,  or 
ligating  after  the  method  of  Dubois  may  be  tried.  The  latter 
procedure  consists  of  transfixing  the  navel  base  by  two  needles 
and  surrounding  it  by  threads  in  the  form  of  figure  of  eight  or 
by  circular  turns.  Analeptics,  good  nourishment  (woman's 
milk).  [Suprarenal  extract;  hypodermic  injection  of  warm, 
sterilized  gelatin. — Sheffield.] 

Umbilical  Inflammation  (Omphalitis)  is  to  be  differentiated 
from  simple  "  blonnorrhea  of  the  umbilicus."  It  develops  as 
a  result  of  carelessness  in  the  treatment  of  the  navel  (see  ^'Care 
of  Umbilicus")  and  is  manifested  by  slow  closure  of  the  wound 
after  the  distal  portion  of  the  umbilical  cord  has  fallen  off,  wet- 
ness, suppuration,  and  the  presence  of  crusts.  The  general 
health,  however,  remains  undisturbed.  There  is  no  inflanmia- 
tory  reaction  in  the  surrounding  parts. 

Healing  generally  takes  place  under  suitable  treatment: 
Sponging  of  the  parts  with  a  4-per-cent.  solution  of  boric  acid; 
application  of  dusting  powders  of  boric  acid,  salicylic  acid,  aa 
1.0  gram  [gr.  xv],  to  starch,  10.0  grams  [.Siiss]  ;  or  equal  parts 
of  dermatol  or  nosophen  and  starch;  recently  also  xeroform 
and  alumina    [aristol  and  europhen]   have  been  recommended. 

As  the  open  wound  is  readily  accessible  to  infection  by 
micro-organisms,  true  umbilical  inflammation  often  develops 
which  may  become  phlegmonous,  erysipelatoid,  diphtheritic,  or 
gangrenous.  In  the  phlegmonous  variety  the  navel  forms  a 
conical  projection  which,  with  its  surrounding  tissue,  presents 
a  firm,  glossy  infiltration  that  is  painful  spontaneously  and  also 
to  the  touch.  The  children  draw  up  their  legs  and  present 
costal  breathing.  There  are  fever  and  other  constitutional 
symptoms. 

The  PROGXOSis  is  doubtful.  Sometimes  there  is  a  gradual 
distribution  of  the  inflammation,  but  often  rapid  extension  over 
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the  surface  takes  place  (death  from  sepsis) ;  or  the  process  ex- 
tends into  the  deeper  structures  and  gives  rise  to  peritonitis.  It 
more  frequently  terminates  in  suppuration,  under  which  cir- 
cumstances the  phlegmonous  portion  becomes  red  and  fluctu- 
ating. 

The  TREATMENT  of  this  Variety  consists  of  applications  of 
aluminium  acetico-tartrate  (3  per  cent.),  salicylic  acid  (3  per 
cent.),  boric  acid  (4  per  cent.),  or  corrosive  sublimate  (1  to  5000). 
If  an  abscess  forms:  warm  poultices  with  the  solutions  men- 
tioned, and  later  incision.  Careful  nursing,  attention  to  the 
bowels,  and  stimulation. 

In  ERYSIPELATOID  OMPHALITIS  the  symptoms  and  treatment 
are  the  same  as  in  erysipelas  occurring  in  later  years. 

In  DIPHTHERITIC  (croupous)  omphalitis  there  is  a  super- 
ficial fibrinous  exudation  or  deep  necrotic  inflammation,  with 
fever,  restlessness,  and  constitutional  symptoms.  With  limited 
extension,  the  prognosis  is  not  necessarily  bad.  After  the  mem- 
branes are  cast  off  (aided  by  poultices)  a  superficial  or  deep 
ulcer,  with  reddened,  slightly  thickened  and  painful  edges,  re- 
mains. 

Treatment. — A  dusting  powder  of  salicylic  acid,  5.0  grams 
[oj],  to  starch,  45.0  grams  [giss] ;  also  dermatol,  etc.;  stim- 
ulants. 

The  most  unfavorable  prognosis  is  offered  by  gangrenous 
omphalitis^  which  begins  with  a  small,  discolored,  ulcerated  spot 
and  soon  develops  into  a  large  patch  covered  by  a  pasty,  green- 
ish deposit  or  black,  fetid  masses.  It  is  associated  with  mode- 
rate fever,  severe  prostration,  etc.;  occasionally  there  is  exten- 
sion into  deeper  structures  (peritonitis,  urinary  and  fecal 
fistulae)  and  profuse  hemorrhage. 

Sometimes  it  is  possible  to  arrest  the  course  by  suitable 
treatment:  hastening  of  the  process  by  means  of  poultices 
with  the  previously  mentioned  solutions.  After  removal  of  the 
crust,  iodoform;  also  salicylic  acid,  dermatol,  etc. 

The  prognosis  is  usually  grave.     (See  also  "Arteritis.") 

Arteritis  and  Phlebitis  Umbilicalis. — A  septic  infection  of 
the  umbilical  wound  occurring  through  the  air,  or  by  contact 
with  infected  articles,  followed  by  secondary  infection  of  the 
whole  body.    It  usually  begins  in  the  early  days  of  life,  but  may 
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occur  later,  depending  upon  ttiG  time  of  the  falling  off  and  cica- 
trization of  the  navel.  The  child  becomes  restless,  refuses  to 
take  the  breast,  collapses,  and  dies  within  a  few  days.  The 
course  may,  however,  be  protracted.  The  patient  wastes  away 
under  the  baleful  influence  of  fever  and  complications,  such  as 
pneumonia,  pleurisy,  peritonitis,  icterus,  phlegmons,  and  sup- 
puration in  the  joints;  becomes  gradually  somnolent,  collapses, 
and  dies.  Sometimes  the  navel  appears  entirely  normal,  and  at 
times  ulcerated,  diphtheritic,  etc.    (See  "Omphalitis.'^) 

The  PROGNOSIS  is  fatal  in  premature  infants,  but  in  any  case 
the  mortality  is  high. 

Prophylaxis. — Strictest  cleanliness  in  the  treatment  of  the 
umbilical  cord.  Eemoval  of  puerperal  causes.  During  the  dis- 
ease, careful  nursing  on  woman's  milk,  if  possible.  Wine, 
cognac,  analeptics,  and  baths.  [Treatment  of  the  individual 
symptoms  and  complications  as  they  arise. — Sheffield.] 

Icterus  Neonatorum  is  an  almost  physiological  {in  about  80 
per  cent,  of  all  newly  born)  yellowish  discoloration  of  the  skin 
first  affecting  the  face  and  breast,  and,  if  persistent,  also  the 
abdomen  and  extremities  and  seldom  the  sclerse.  It  appears 
on  the  second  or  third  day,  and  lasts  for  from  four  to  eight 
days;  in  severer  cases  for  from  fourteen  to  twenty  days.  It 
usually  runs  an  afebrile  course,  free  from  constitutional  symp- 
toms except  arrest  in  gain  of  weight. 

The  PROGNOSIS  is  therefore  quite  favorable,  except  in  chil- 
dren of  premature  birth,  in  whom  the  affection  is  very  frequent 
and  intense  and  is  apt  to  retard  development. 

This  form  of  icterus  is  to  be  differentiated  from  symptom- 
atic icterus, — e.g.,  BuhFs  or  Winckel's  disease;  sj^philis  of  the 
liver;  congenital  obliteration  of  the  bile-ducts,  etc.,  in  all  of 
which  there  are  severe  general  and  other  symptoms. 

The  ETIOLOGY  of  icterus  neonatorum  is  as  yet  quite  obscure. 
Some  authorities  attribute  it  to  the  fact  that  in  the  first  few 
days  of  life  there  is  a  destruction  of  numerous  red  blood-cells 
and  change  of  hemoglobin  into  a  sort  of  biliary  coloring  matter 
(hematogenic  icterus).  Others  claim  that  it  is  due  to  sudden 
diminution  of  pressure  in  the  hepatic  vessels,  resulting  from 
cessation  of  the  flow  of  blood  from  the  imibilieal  vein.  Others, 
again,  attribute  the  obstruction  to  the  escape  of  bile  resulting 
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from  edema  of  Glisson^s  capsule,  produced  by  venous  conges- 
tion (hepatogenic  icterus).  According  to  Hoffmeier,  icterus  is 
neither  hematogenic  nor  hepatogenic,  but  due  to  a  polycholic 
activity  of  the  liver  and  subsequent  entrance  of  bile  into  the 
blood  resulting  from  great  destruction  of  red  blood-corpuscles. 
Quincke,  on  the  otlier  hand,  lays  great  stress  upon  the  relatively 
prolonged  patency  of  the  ductus  venosus  Arantii,  which  carries 
a  part  of  the  bile  of  the  meconium,^  that  is  reabsorbed  in  the 
portal  system,  directly  into  the  blood  (vena  cava)  without  pass- 
ing through  the  liver.  These  reabsorbed  biliary  substances 
hasten  the  cholagogic  destruction  of  the  red  blood-corpuscles. 
Eecently  Gessner  attributed  the  condition  to  the  rough  hands 
of  the  midwives,  who  in  cleaning  the  babies'  skin  postpartum 
produce  multiple  hemorrhages  of  the  cutis  and  subcutis  by 
harsh  rubbing.  Problematic  as  is  the  assumption  that  bilirubin 
is  formed  in  loco  from  extravasated  blood-corpuscles,  Fuchs  has 
recently  proved  experimentally  that  icterus  frequently  develops 
even  without  cleansing  of  the  skin.  Nothing  more  positive  can 
be  ascertained,  and  it  is  best  to  consider  icterus  neonatorum  a 
physiological  expression  of  the  active  changes  to  which  all  the 
organs  are  subjected  in  the  first  few  days  of  life. 

Treatment  is  unnecessary;  at  most,  in  order  to  do  some- 
thing, small  doses  of  powdered  magnesia  with  rhubarb  [and 
intestinal  irrigation] . 

Melena  Neonatorum  is  quite  rare.  Its  etiology  is  as  yet 
very  obscure,  or  at  least  not  uniform.  Ulcers,  trauma,  hemor- 
rhagic diathesis,  acute  fatty  degeneration,  congenital  syphilis, 
etc.,  may  play  a  part. 

Symptomatology. — Frequent  discharge  of  bloody,  dark- 
colored  masses  from  the  mouth  and  rectum,  usually  beginning 
on  the  first  to  seventh  day  (rarely  later)   and  ending  either 


^  Meconium  is  called  the  first  fecal  discharge  of  the  newborn 
previous  to  taking  food.  It  consists  of  dark-green  to  black,  viscid, 
odorless  masses  which  contain  some  constituents  of  swallowed  liquor 
amnii  and  bile.  It  contains  brown  flakes  (bile),  fat,  cholesterin, 
desquamated  cells,  especially  of  the  epidermis,  lanugo,  etc.  The  first 
meconium  evacuated  during  and  immediately  after  birth  is  sterile,  but 
a  few  hours  later  it  is  found  to  contain  micro-organisms,  which  must 
have  entered  the  intestinal  tract  either  by  the  mouth  or  the  rectum. 
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fatally  after  from  twenty-four  to  forty-eight  hours  under 
rapidly  increasing  anemia  and  collapse  or  in  gradual  recovery. 
The  mortality  varies  between  40  and  60  per  cent,  under  suitable 
treatment. 

Treatmext. — Tcel)ags  to  the  abdomen  while  the  extremities 
are  wrapped  in  tlannels;  no  baths,  no  enemas;  administration 
of  miliv  by  the  spoon;  medicinaily  tinctiira  ferri  chloridi  (q.v.) 
or  ergot  (q.v.). 

This  form  of  melena  is  not  to  1)e  mistaken  for  melena 
spuria,  which  is  caused  by  injuries  of  the  lips,  nosebleed,  suck- 
ing sore  nipples,  etc.,  i.e.,  by  swallowing  of  blood. 

Winckel's  Disease  (Epidemic  Hemoglobinuria,  with  Icterus, 
in  the  Newborn)  is  a  very  dangerous  (90-per-cent.  mortality) 
and  rare  epidemic  affection  of  obscure  etiology.  It  was  first 
observed  by  Winckel  (1879)  and  since  then  by  others.  It  is 
probably  caused  by  an  infection,  sometimes  wound  infection. 
Several  cases  have  been  seen  to  follow  circumcision.  Winckel's 
disease  sometimes  affects  apparently  healthy  children,  usually 
on  the  third  or  fourth  day  of  life.  It  begins  with  restless- 
ness and  refusal  of  food.  The  temperature  is  normal.  The 
patients  present  a  cyanotic  and  icteric  hue  and  accelerated 
respiration.  The  urine  is  pale  brown,  contains  hemoglobin  (but 
no  blood-corpuscles),  epithelium,  granular  casts,  and  masses  of 
detritus.  Soon  rapid  collapse  occurs,  rarely  preceded  by  vomit- 
ing and  diarrhea,  but  never  by  hemorrhages.  Somnolence  and 
convulsions  are  followed  by  death  in  from  twenty-fonr  to  forty- 
eight  hours  after  the  onset  of  the  disease.  The  autopsy  reveals 
fatty  degeneration  of  various  organs.  The  straight  urinary 
tubules  of  the  kidney  appear  as  dark  streaks  over  the  pyramids 
and  are  filled  with  a  granular  content  free  from  blood-corpus- 
cles. The  cortical  layer  is  swollen,  brownish,  and  covered  by 
small  hemorrhages. 

Treatment. — At  most,  stimulants  may  be  tried. 

Erysipelas  Neonatorum. — Portals  of  infection:  umbilical 
wound,  small  fissures,  and  traunui,  especially  about  the  genitals 
and  anus  (circumcision,  intertrigo).  Sometimes  conveyance  by 
the  physician,  nurse,  etc.  Occasionally  it  is  a  symptom  of  gen- 
eral sepsis.    The  prognosis  is  quite  serious. 
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Erysipelas  neonatorum  is  usually  manifested  by  high  fever 
and  consecutive  rapid  exhaustion.  It  generally  extends  rapidly 
over  large  areas  and  even  over  the  whole  body.  Sometimes 
there  is  localized  gangrene,  and  even  after  successful  termina- 
tion there  may  be  abscess-formation  and  necrosis,  especially  of 
the  scrotum.  Eare  complications  are:  copious  diarrhea,  pneu- 
monia, and  peritonitis.  The  latter  disease  is  usually  a  result  of 
internal  invasion  by  way  of  the  umbilicus.  Even  without  such 
complications  death  usually  occurs  in  a  few  days  from  collapse. 

Treatment. — It  is  best  to  use  nothing  locally.  Caution  is 
especially  commended  in  the  use  of  carbolic  acid!  Internally: 
wine,  camphor,  etc. 

Prophylaxis. — It  is  of  primary  importance  to  avoid  ex- 
posing the  newly  born  infant  to  erysipelas. 

Trismus  (Tetanus)  Neonatonim,  like  the  corresponding  dis- 
ease in  adults,  is  a  result  of  wound  infection.  The  seat  of  in- 
fection is  generally  the  umbilical  cord,  but  sometimes  also  other 
parts,  e.g.,  circumcision  wound.  As  predisposing  causes  the 
following  may  be  mentioned :  too  hot  baths,  too  early  exposure 
to  outdoor  cold  air,  and,  perhaps,  also  concussion  of  the  spinal 
cord.  It  usually  begins  in  the  second  week,  but  also  earlier  and 
later,  with  restlessness,  dropping  of  the  nipple  of  the  breast  or 
bottle  with  a  cry,  and  tension  of  the  masseters.  This  is  rapidly 
followed  by  fully  developed  trismus,  viz. :  the  lower  jaw  is  rigid; 
the  mouth  is  proboscidif orm ;  the  forehead  and  cheeks  are 
wrinkled;  the  masseters  firmly  contracted;  and  the  eyelids 
half  closed.  These  attacks  at  first  occur  only  during  the  act  of 
nursing,  but  very  soon  also  at  other  times  and  gradually  more 
frequently.  It  is  generally  accompanied  by  moderate  fever 
(the  temperature  is  sometimes  high  or  normal),  very  frequent 
and  small  pulse,  and  a  dark-red  to  dark-blue  discoloration  of 
the  face.  In  a  few  hours  or  days  the  whole  musculature  is 
involved  in  the  well-known  manner.  Generally  there  are  also 
pharyngospasm  and  attacks  of  suffocation. 

The  PROGNOSIS  is  very  bad,  particularly  if  the  temperature 
is  high.  Almost  all  patients  die  from  exhaustion  within  from 
two  to  six  days. 

Treatment. — Careful  protection  against  infection  of  the 
navel  and  other  wounds.     For  the  trismus  itself:   first  of  all. 
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treatment  of  the  woimd;  then  chloral  hydrate,  internally  or 
per  clysma;  lukewarm  baths;  avoidance  of  irritants  (light,  etc.). 
Also  potassinm  bromid  (1  to  3  grams  [gr.  xv-xlv]  daily);  sul- 
phonal,  0.1  gram  [gr.  iss]  several  times  a  day,  by  enema;  and 
extract  of  physostigma  (q.v.).  Tetanus  antitoxin  has  recently 
often  proved  effective.  Feeding  with  a  tube,  through  the  nose, 
or  by  nutrient  enemas. 

Buhl's  Disease  (Acute  Fatty  Degeneration  of  the  Newborn) 
is  a  very  rare  malignant  disease  which  appears  in  the  first  few 
days  of  life.  The  etiology  is  entirely  obscure  (infection?). 
Anatomically  it  is  characterized  by  fatty  degeneration  of  the 
internal  organs,  notably  the  liver,  heart,  and  kidneys.  The 
diagnosis  may  sometimes  prove  important  from  a  forensic 
point  of  view,  since  the  clinical  course  is  suggestive  of  suffoca- 
tion, or  phosphorus  or  arsenical  poisoning.  These  afebrile  cya- 
notic (later  more  icteric)  patients  may  suffer  from  hematemesis, 
bloody  stools,  hematuria,  bleeding  from  navel,  purpura,  and 
at  times  edema.  The  prognosis  is  very  grave.  Rapid  collapse 
and  death  within  from  one  to  two  weeks. 

Treatment. — At  most,  stimulation,  suitable  food,  especially 
mother^s  milk,  and  artificial  heat. 

Sclerema  Neonatorum  is  a  condition  characterized  by  hard- 
ening of  the  skin  [and  subcutaneous  tissue],  which  usually  ap- 
pears in  the  first  few  days  of  life,  and  sometimes  also  later.  It 
may  be  due  to  two  different  etiological  factors,  and  is  therefore 
distinguishable  in  two  distinct  varieties. 

1.  True  Sclerema  (Sclerema  Adtposum)  occurs  only  in 
children  atrophic  from  birth  or  through  diseases.  It  begins  in 
the  lower  extremities,  particularly  the  calves,  where  the  skin 
becomes  tense  (cannot  be  folded),  bluish  in  color,  and  marble- 
ized.  From  here  it  rapidly  spreads  upward,  usually  over  the 
whole  body.  The  skin  is  very  tense,  hard,  Insterless,  and  im- 
movable over  the  underlying  structures,  and  does  not  pit  on 
pressure  with  the  finger.  From  day  to  day  the  skin  becomes 
more  leathery  and,  consequently,  the  limbs  more  immovable. 
The  patient  is  waxy  pale,  lies  stretched,  with  rigid,  masklike 
face,  and  firmly  closed  mouth.  Sucking  is  very  difficult.  This 
form  of  sclerema  is  readily  mistaken  for  trismus  and  tetanus. 
The  feeble  respiration  shows  that  there  is  still  some  life  in  the 
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caclaverlike  hoclj.  The  body-temperature  is  very  much  reduced: 
often  86°  F.  or  lower.  This  symptom  is  of  importance  in  ex- 
plaining the  affection.  The  fat  of  the  newly  born  infant  con- 
tains more  solid  fatty  acids  and  less  oleic  acid  than  that  of  the 
adult;  its  coagulability  is  therefore  more  pronounced,  and,  in 
consequence,  it  coagulates  at  that  low  temperature.  Further- 
more, there  is  gradual  sinking  of  all  vital  functions.  Thus,  the 
heart-sounds  become  weak,  the  pulse  slow  and  small,  the  respira- 
tion superficial  and  slow,  and  the  voice  feeble  and  whining. 
There  are  also  present  constipation,  scanty  mictu.rition,  gradual 
abolition  of  the  cutaneous  sensibility,  rapid  loss  of  weight,  and 
exhaustion.  Lobar  pneumonia  is  a  frequent  complication. 
Death  usually  takes  place  in  a  few  days,  preceded  by  apathy  and 
somnolence.    Only  a  few  patients,  with  partial  sclerema,  survive. 

2.  Edema  (Scleredema)  usually  affects  weak,  premature 
children,  and  is  caused  by  an  edematous  infiltration  of  the  sub- 
cutaneous tissue  resulting  from  cardiac  debility,  fetal  myocar- 
ditis, pulmonary  atelectasis,  and  nephritis.  This  variety  of 
sclerema  begins  also  in  the  lower  extremities  and  rapidly  pro- 
gresses upward.  The  skin  is  at  first  more  doughy,  glossy,  and 
pits  on  pressure,  but  when  the  edema  increases  it  gradually  re- 
sembles true  sclerema,  although  the  skin  is  never  as  rigid  and 
hard.  The  other  symptoms,  such  as  lowering  of  the  tempera- 
ture and  the  vital  functions,  collapse,  etc.,  are  the  same.  The 
prognosis  is  also  bad,  but  somewhat  better  in  partial  edema. 

Treatiment  in  Both  Forms. — Improvement  of  the  hygi- 
enic conditions,  particularly  of  nutrition;  wet-nurse,  or  her 
milk  should  be  given  with  a  spoon.  Artificial  heat,  such  as- 
warm  baths,  warming  bottles  [especially  incubator].  Stimula- 
tion by  means  of  small  doses  of  wine,  cognac,  ether,  and  musk. 
[In  severe  edema:  active  diuretics  in  conjunction  with  digi- 
talis.— Sheffield.] 

Ophthalmoblennorrhea  Neonatorum  is  a  gonorrheal  con- 
junctivitis affecting  the  eyes  of  the  newly  born,  usually  within 
the  first  week  of  life.  Infection  of  the  eyes  takes  place  either 
during  the  passage  of  the  head  through  the  parturient  canal 
or,  more  rarely,  by  subsequent  transmission  of  the  disease  with 
the  fingers  or  articles  in  use  which  have  been  soiled  with  the 
lochia?  of  the  mother  suffering  from  acute  or  chronic  gonorrhea. 
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or  with  gonorrlieal  discliargcs  from  tliose  in  attendance.  It  usu- 
ally Ijegins  on  the  second  day  of  life  with  intense  tumefaction  of 
the  lids  (generally  of  both  eyes),  and  redness,  swelling,  and 
thickening  of  the  conjunctivaB.  On  separating  the  eyelids  a 
thin,  yellow  secretion  escapes,  which  within  a  few  days  becomes 
thicker  and  more  purulent,  while  the  swelling  of  the  eonjunc- 
tivfe  becomes  softer,  more  velvetlike,  and  ])apillary  deposits  or 
longitudinal  folds  appear  u])on  the  conjunctiva  bulbi.  If  ener- 
getic treatment  is  now  instituted  the  prognosis  is  good,  [)ro- 
vided  the  cornea  is  intact,  and  the  symptoms  gradually  abate. 
Complete  recovery,  however,  does  not  occur  until  a  few  weeks 
later.  In  premature,  ill-fed,  and  otherwise  sickly  children  the 
prognosis  is  always  doubtful,  and,  if  the  child  lives,  suppuration 
of  the  cornea  and  blindness  usually  result.  Indeed,  with  de- 
fective treatment  there  is  always  danger  of  opacity,  maceration, 
and  a  tendency  of  the  destructive  process  to  extend.  The 
earlier  the  involvement  of  the  cornea,  the  more  unfavorable  the 
prognosis.  Aside  from  this  danger,  gonorrheal  ophthalmia  may 
occasionally  give  rise  to  general  gonorrheal  infection,  such  as 
articular  affections,  etc. 

Treatment. — Prophylaxis  is  extremely  important.  The 
eyes  can  be  protected  almost  with  certainty  by  Crede's  method 
(q.v.).  Furthermore,  in  gonorrheal  women  the  latter  procedure 
should  be  combined  with  disinfection  of  the  parturient  canal 
and  external  genitalia  before,  during,  and  after  delivery.  For 
the  ophthalmia  itself  the  method  of  Eversbusch  is  to  be  recom- 
mended. So  long  as  the  cornea  is  intact,  it  i&  necessary  only 
•  carefully  to  cleanse  the  eyes  every  one  or  two  hours  (while 
awake),  and  remove  the  pus  by  means  of  sterile  cotton  pledgets 
(to  be  later  destroyed),  and  to  wash  the  eyes  with  3-per-cent. 
boric  acid  solution  in  addition  to  daily  instillations  of  1  drop  of 
^/4-per-cent.  solution  of  physostigmin.  Ice  compresses  should 
be  employed  if  swelling  is  very  marked.  Careful  nursing,  at- 
tention to  diarrhea,  etc.,  improvement  of  the  general  condition. 
If  the  cornea  is  involved,  silver  nitrate  should  be  resorted  to 
(only  in  the  stage  of  suppuration),  beginning  with  a  1-per-cent. 
solution  and  gradually  increasing  to  1  V^,  2,  or  3  per  cent.  The 
application  should  be  made  once  a  day  after  disappearance  of 
the  eschar  from  the  preceding  day,  and  be  followed  by  cleansing 
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with  salt  water  (1  teaspoonful  of  salt  to  a  glass  of  water)  and 
ice  compresses  for  from  two  to  three  hours.  In  corneal  ulcer 
instillations  of  physostigmin  alternating  with  scopolamin  two 
or  three  times  dail}^,  and  immediately  after  application  of  silver 
nitrate. 

IJ  Physostigmin  salicylate 0.05  [gr.  V4]. 

Sol.  corros.  sublimate  (1  to  5000) 10.00  [3iiss]. 

Ad  vitr.  nigr.  opt,  elaus. 

IJ  Scopolamin  hydrobromate 0.01   [gr.  Vch 

Sol.  corros.  sublimate  (1  to  5000) 10.00  [Siiss]. 

Ad  vitr.  nigr.  opt.  elaus. 

Furthermore,  hourly  instillation  of  chlorin-water  (1  to  2 
or  1  to  3  of  distilled  water)  and  compresses  with  diluted  lime- 
water  (at  first  lukewarm,  and  later,  after  abatement  of  the 
purulent  secretion,  warmer).  Elze  lauds  the  combination  of 
silver  nitrate  and  ichthyol  in  the  treatment  of  gonorrheal  oph- 
thalmia. The  eyes  should  be  washed  with  corrosive  subhmate, 
1  to  4000,  twice  daily,  followed  by  painting  with  from  1-  to 
2-per-cent.  silver  nitrate  solution  and  an  application  of  o-per- 
cent.  ichthyol  ointment  three  times  a  day.  Dusting  powders 
also  are  highly  recommended,  e.g.,  calomel,  itrol  (once  daily, 
in  conjunction  with  ice  and  laving  with  itrol  solution,  1  to  2000). 
In  extensive  destructions  [better  not  to  wait  so  long]  a  specialist 
should  be  consulted.  If  only  one  eye  is  involved  the  other  eye 
must  carefully  be  protected  by  a  cotton-collodion  compress, 
which  should  be  removed  once  or  twice  a  day  as  a  measure 
of  control,  or  by  an  application  of  boric  acid  ointment  over 
tlie  bridge  of  the  nose,  or  by  daily  instillation  of  1  drop  of 
2-per-cent.  silver  nitrate  solution  (Crede).  Silver  nitrate  has 
recently  been  superseded  by  protargol  (from  5-  to  10-per-cent. 
solution).  Cleansing  the  eyes  with  formalin  (1  drop  to  100  cubic 
centimeters  of  water)  and  the  application  of  xeroform  oint- 
ment are  recommended  as  adjuvants  in  the  treatment  of  this 
condition. 

[E.  S.  Peck  says :  "  If  one  eye  only  be  affected  the  fellow- 
eye  should  be  covered  securely  in  every  part,  save  at  the  lower 
outer  region,  over  the  temporo-malar  portion  of  the  orbit.  This 
little  opening  is  left  for  ventilation.    The  least  harsh  covering 
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for  a  newly  born  infantas  eye  is  lintine.  This  is  cut  roujid, 
slightly  larger  than  the  orbit;  it  is  covered  with  a  soft  fluff  of 
sterilized  cotton,  and  this  latter  with  gauze.  Collodion  is 
smeared  around  the  whole  edge  of  the  pad  save  at  the  point 
already  noted.  This  protected  eye  may  be  inspected  every  sec- 
ond day.  The  affected  eye  must  be  handled  by  the  nurse,  from 
behind  the  patient's  head.  The  nurse  should  never  carry  tlie 
infant  in  her  arms.  Small,  round  layers  of  lintine  are  trans- 
ferred from  a  large  square  of  ice,  every  minute  or  two,  to  the 
affected  eye — and  these  minute  changes  are  made  for  one  hour 
without  intermission,  when  an  interval  of  one  hour,  or  two  or 
three,  is  given,  according  to  the  character  of  the  affection. 
The  rule  is,  however,  to  begin  with  continued  applications  of 
ice-cold  pledgets  by  day  and  night,  the  patient  being  under  the 
care  of  two  nurses.  No  interval  of  application  should  be  or- 
dered until  there  is  positive  evidence  of  abatement  of  secretion. 
This  may  not  occur  under  two  or  three  weeks,  and  it  may  result 
in  a  few  days.  The  eyeball,  lid,  interspaces,  and  conjunctival 
sacs  should  at  first  be  thoroughly  irrigated  with  warm  saturated 
solution  of  boric  acid,  the  saturation  point  of  boric  acid  being 
about  4  per  cent.  As  the  secretion  diminishes  and  grows 
shreddy,  the  nurse  should  wipe  out  the  discharge  with  cotton 
dipped  in  the  same  boric  acid  solution.  Every  eff'ort  should  be 
made  to  keep  the  eyes  free  from  secretion.  A  protargol  solu- 
tion, at  first  from  5  to  10  per  cent,  in  strength,  should  be  carried 
rather  forcibly  over  the  eyeball  and  into  the  folds  of  the  con- 
junctival sacs  by  means  of  a  large  pipette.  It  shoijld  at  first  be 
used  from  four  to  six  times  a  day.  As  soon  as  the  secretion  les- 
sens in  amount,  or  becomes  shreddy,  while  its  fluid  part  becomes 
thinner,  the  protargol  solution  may  be  brought  down  to  2  per 
cent,  and  used  less  frequentl3^  A  successful  result  of  such 
treatment  would  be  a  limitation  of  the  disease  to  three,  possibly 
two  wrecks. 

"  Examinations  for  gonococci  should  be  made  every  second 
day.  An  eye  should  not  be  regarded  as  safe  until  a  full  week 
has  elapsed,  during  which  time  absolutely  no  gonococci  should 
be  found  under  the  microscope.  It  must  not  be  forgotten  that, 
even  with  an  apparently  uninflamed  eye,  the  sclera  beiug  white, 
the  cornea  glistening,  and  the  lids  scarcely  swollen,  gonococci 
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may  be  present.  The  physicians  should  not  be  too  conservative 
as  to  the  length  of  quarantine  in  a  convalescing  ophthalmia.^^ — 
Sheffield.] 

Erythema  Neonatorum  is  a  harmless  affection  which  usually 
occurs  two  to  three  days  postpartum.  It  appears  as  a  diffuse 
and  rapidly  spreading  redness  over  the  whole  integument  of  the 
body,  which  is  sometimes  also  tense.  There  is  usually  no,  or 
very  slight,  rise  of  temperature.  Eestlessness  and  anorexia  are 
sometimes  present.  The  erythema  usually  disappears  in  a  few 
days,  at  times  with  some  desquamation. 

Treatment. — Liberal  application  of  zinc  oxid. 

Dermatitis  occurs  in  children  in  the  same  manner  as  in 
adults,  and  is  caused  by  pressure,  friction,  local  application  of 
medicines,  etc.  There  is,  however,  one  other  form  of  dermatitis 
which  is  specific  of  childhood  and  known  as  dermatitis  exfoliativa. 
This  is  an  acute  noncontagious  inflammation  of  the  whole  cuta- 
neous surface,  which  usually  affects  the  newly  born  in  the  second, 
rarely  after  the  fifth  week  of  life.  It  is  often  mistaken  for 
syphilis,  but  has  nothing  in  common  with  it. 

The  etiology  (hot  baths,  sepsis?)  is  as  yet  obscure.  The 
atrophic  condition  of  the  epidermis — the  patients  are  usually, 
but  not  always,  delicate  and  ill  fed — plays  an  important  role  in 
the  affection.  Exfoliative  dermatitis  is  classed  by  some  observ- 
ers among  pemphigus  foliaceus.  It  usaally  begins  upon  the 
face  and  at  the  angles  of  the  mouth  with  diffuse  redness  of  the 
skin,  and  spreads  rapidly  over  the  whole  body.  The  mucous 
membrane  o#4;he  mouth  and  lips  usually,  though  not  always, 
appears  covered  by  red,  desquamated  epithelium ;  rhagades,  and 
at  the  same  time  Bednar's  aphthae  (q.v.),  are  not  infrequently 
seen  upon  the  palate.  The  second  stage,  which  quickly  follows 
the  former,  manifests  itself  by  desquamation  of  the  skin  in  large 
lamella?.  At  times  there  is  slight  desquamation  even  in  the 
first  stage.  It  is  sometimes  preceded  by  detachment  of  the 
skin  and  bursting  of  vesicles  filled  with  a  light  fluid.  Denuded, 
moist  spots,  covered  by  thin  scabs  resembling  burns,  which 
gradually  become  covered  with  skin  under  proper  treatment, 
are  visible  everywhere. 

The  treatment  consists  of  applications  of  fats,  such  as 
codliver-oil,  1  per  cent,  salicylic  acid  oil,  also  salicylic  acid  paste. 
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or  powders  of  dermatol,  etc.,  in  strong  children  in  conjunction 
with  baths  of  decoctions  of  oak-bark.  The  disease  usually  lasts 
a  few  Aveeks.  In  delicate  children  it  may  be  followed  by  fiirim- 
culosis  or  even  gangrene.  In  some  cases  even  very  careful  and 
strengthening  treatment  is  often  powerless  to  prevent  a  fatal 
issue. 

Pemphigus  Neonatorum  is  usually  infectious  and  contagious 
and  not  infrequently  communicated  by  the  wet-nurse.  Accord- 
ing to  Staub,  it  often  occurs  also  with  simultaneous  appearance 
of  puerperal  maternal  septicemia,  occasionally  also  complicated 
by  pemphigus.  Different  cocci — e.g.,  stre})tococcus  pyogenes 
aureus  and  staphylococcus  pyogenes  albus — have  1)een  found  in 
the  contents  of  the  bladder,  in  the  blood  of  the  child,  and  in  the 
milk  of  the  mother.  Pemphigus  is  probably  produced  by  patho- 
genic micro-organisms  which  circulate  in  the  blood  and  reach 
the  skin  through  metastases.  Sometimes,  especially  in  symmet- 
rical pemijhigus,  the  effect  of  cold  seems  to  play  an  important 
etiological  role  (irophoneurosis).  Pemphigus  usually  occurs  on 
the  fifth  to  the  twentieth  day  of  life,  but  also  earlier.  It  is  rarely 
congenital.  It  consists  of  numerous  tense  blebs  from  a  lentil 
to  a  quarter  of  a  dollar  in  size  situated  upon  a  reddened  base 
filled  with  serous  fluid.  The  blebs  occur  also  in  crops.  Foren- 
sically  it  may  be  mistaken  for  scalding — e.g.,  on  the  part  of  the 
wet-nurse — and  require  consideration.  The  blebs  burst  rapidly 
and  leave  behind  moist,  red  spots,  which  very  soon  become  cov- 
ered by  skin.  Localization:  chiefly  upon  the  abdomen,  in 
inguinal  region,  and  other  parts.  It  is  very  rareljs.  found  upon 
the  palms  of  the  hands  and  soles  of  the  feet.  In  these  locations 
Henoch  saw  large  blisters.  The  buccal  mucous  membrane  is 
sometimes  involved.  The  prognosis  is  favorable  except  in 
cachectic  children.  The  disease  usually  runs  an  afebrile  course, 
without  impairment  of  the  general  health,  except  itching  and 
restlessness.  It  is  sometimes  accompanied  by  high  fever,  104° 
F.  Recovery  usually  takes  place  after  from  ten  to  fourteen  days 
and  is  sometimes  followed  by  persistent  moisture  and  ulceration 
of  the  skin. 

Treatment. — Application  of  boric  acid  ointment  (1  to 
10).  If  large  surfaces  are  involved,  baths  at  90°  F.  two  or  three 
times  a  day,  with  the  addition  of  oak-bark  (500  grams  [1  pound] 
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of  quercus  corticis  to  4  liters  of  water,  to  be  boiled  one-half 
hour);  also  bran  or  clay  baths  should  be  given,  followed,  with- 
out drying,  by  powdering  with  zinc,  salicylic  acid,  or  dermatol 
and  enveloping  in  cotton.  In  ulcerations:  compresses  of  sali- 
cylic or  boric  acid  solution. 

Pemphigus  neonatorum  is  to  be  differentiated  from  pemphi- 
gus syphiliticus,  which  is  usually  congenital  or  develops  soon 
after  birth.  It  is  manifested  by  a  small  number  of  small,  flabby 
vesicles,  usually  not  larger  than  a  pea,  upon  a  livid  base,  filled 
with  bloody-purulent  contents.  Points  of  predilection:  soles 
of  the  feet  and  palms  of  the  hands;  also  the  neck,  axillary,  and 
lumbar  regions.  It  usually  runs  a  slow  course,  and  is  often 
associated  with  other  symptoms  of  syphilis  (coryza). 

Umbilical  Excrescence  (Umbilical  Fungus,  Sarcomphalos, 
Granuloma)  is  a  pale-  to  dark-  red,  granular,  strawberrylike 
tumor  pea  to  cherry  in  size  or  larger.  It  is  attached  to  a  broad 
base  or  by  a  pedicle,  is  sometimes  covered  by  thin  pus,  bleeds 
easily  to  the  touch,  and  projects  from  the  umbilical  ring.  It  is 
occasionally  so  small  as  to  require  separation  of  the  umbilical 
folds  in  order  to  be  seen.  It  is  caused  by  an  excess  of  granula- 
tion in  the  umbilicus,  which  failed  to  cicatrize  after  separation 
of  the  distal  end  of  the  cord.  It  is  therefore  frequently  asso- 
ciated with  umbilical  blennorrhea.  As  cicatrization  is  other- 
wise impossible,  removal  of  the  tumor  is  the  only  remedy.  It  is 
accomplished  by  the  caustic  stick  in  umbilical  fungus  with  a 
broad  base  and  by  ligation  in  umbilical  fungus  with  a  pedicle. 
Excision  must  never  be  resorted  to,  as  severe  bleeding  is  apt  to 
follow.  The  tumor  is  not  always  a  granuloma,  but  sometimes 
a  sarcoma,  teratoma,  or  an  intestinal  diverticulum  which  be- 
came constricted  during  fetal  life.  In  such  cases  removal  of  the 
tumor  is  followed  by  umbilical  fistula. 

Mammary  Glands.  —  The  mammary  glands  of  the  newly 
born  are  usually  somewhat  swollen  and  discharge  a  milklike 
secretion  ("witch's  milk").  This  condition  may  sometimes  be 
pathological  in  nature  (see  "Mastitis'^).  At  puberty  male  indi- 
viduals also  may  at  times  show  a  congested  condition  of  the 
breasts,  with  sensitiveness  to  pressure. 

Mastitis  Neonatorum  is  physiological  in  the  newly  born  of 
both  sexes  from  the  third  to  the  ninth  day  after  birth  and 
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sometimes  much  later.  It  consists  of  a  slight  swelling  of  the 
breasts,  which  on  pressure  secrete  a  milklike  fluid.  This  con- 
dition may  terminate  in  inflammation  as  a  result  of  slight  trau- 
matism, either  intrapartum  or  as  a  result  of  expressing  the  so- 
called  "  witch's  milk.''  In  the  event  of  inflammation  the  breasts 
are  red,  swollen,  and  sensitive,  and  there  is  also  fever.  If  the 
organs  are  not  subjected  to  further  meddlesome  interference 
and  wrapped  in  oiled  cloths  or  absorbent  cotton,  or,  according  to 
Coesfeld,  covered  with  emplastrum  belladonnae  smeared  upon 
soft,  thin  leather  [or  painted  with  tincture  of  iodine],  there  is 
usually  improvement  within  a  few  days  and  gradual  restitutio  ad 
integrum.  In  some  cases,  however,  the  inflammatory  process 
goes  on  to  suppuration  at  one  or  more  points,  requiring,  if  not 
relieved  by  spontaneous  evacuation  of  the  pus,  a  radiate  incision 
and  an  antiseptic  dressing.  The  operation  should  be  done  soon 
after  the  appearance  of  fluctuation,  perhaps,  preceded  by  warm 
bran  or  boric  acid  application  or  Priessnitz's  compresses  to  pro- 
mote suppuration.  With  the  escape  of  pus  uninterrupted  re- 
covery is  the  rule.  The  suppurative  process  more  rarely — espe- 
cially in  atrophic  children — extends  and  produces  phlegmonous 
inflammation  and  gangrene,  often  with  fatal  termination  as  a 
result  of  exhaustion  or  sepsis.  Sometimes  there  is  shrinking  of 
the  breast  and  more  or  less  complete  loss  of  function,  which  is 
quite  serious  in  girls.  To  remove  remaining  induration  Jacobi 
recommends  a  10-per-cent.  iodoform  ointment  or  5-  to  10-per- 
cent, iodoform  collodion. 


V. 
Congenital  Malformations* 


Microcephalus  is  a  congenital  smallness  of  the  brain,  at 
present  generally  accepted  to  be  an  arrest  of  development  due 
to  premature  synostosis  of  the  bone-sutures  or  to  premature 
encephalitic  processes.  In  microcephalic  children  the  skull  is 
large  in  comparison  with  the  face.  The  top  of  the  skull  is  low, 
the  forehead  flat,  and  the  head  pointed.  At  times  the  intellect 
is  little  affected;  in  the  majority  of  cases,  however,  it  is  con- 
siderably impaired  up  to  total  idiocy. 

Caput  Succedaneum  (Simple  Contusion  of  the  Head)  is  an 
edema  produced  during  labor.  It  is  a  diffuse,  doughy  swelling 
of  the  scalp,  which  pits  on  pressure  with  the  finger,  and  is  evenly 
distributed  over  the  sutures  and  fontanelles.  It  is  often  limited 
to  the  OS  occiput.  The  integument  is  usually  bruised.  The 
swelling,  which  usually  disappears  within  three  or  four  days,  is 
often  mistaken  for  cephalhematoma  (q.v.J,  but  can  easily  be 
differentiated  from  it. 

Cranial  Injuries  are  frequently  observed  in  children,  and 
present  symptoms,  sequel83,  etc.,  identical  with  those  observed 
in  adults.  Cranial  injuries  in  the  newly  born  are  usually  ref- 
erable to  difficult  labor  or  anomalies  in  the  maternal  pelvis. 
If  the  children  survive  the  injuries  (crushing,  hemorrhages,  or 
inflammations),  fissures  are  found  which  may  give  rise  to  menin- 
gocele and  encephalocele,  inasmuch  as  the  fissure  (correspond- 
ing with  the  growth  of  the  skull)  has  a  tendency  to  expand. 
The  fissures  are  to  be  differentiated  from  nontraumatic  con- 
genital clefts,  which  are  sometimes  observed  in  the  skull  of  the 
newly  born.  Cranial  injuries  may  be  manifested  also  by  simple 
indentations,  which,  if  extensive  and  deep,  may  cause  convul- 
sions, paralyses,  etc. 

They  often  adjust  themselves  in  the  first  few  weeks  or 
months  of  life;  sometimes,  however,  they  persist  and  produce 
(50) 
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epilepsy,  ps3X'hoses,  etc.  In  such  cas'es  operative  interference 
is  to  be  recommended.  Elevation  of  such  depressions  by  means 
of  an  air-pump  (funnel  in  connection  with  a  Potain  pot)  has 
also  been  successfully  attempted. 

Pressure  Marks,  in  the  form  of  hyperemias,  suggillations, 
or  necroses,  sometimes  occur  on  the  skull  of  the  newly  born  in- 
fant, usually  when  the  narrow  pelvis  of  the  mother  (especially 
at  the  promontory,  less  so  at  the  horizontal  ramus  of  the  os 
pubis  or  the  projecting  symphyseal  cartilage)  has  for  some  time 
exerted  abnormal  pressure.  It  is  aggravated  by  early  escape 
of  the  liquor  amnii,  tonic  contractions  of  the  uterus,  and  a  pen- 
dulous abdomen.  It  is  important  from  a  legal  point  of  view  that 
similar  marks  may  occur  also  on  other  parts  of  the  body  even 
with  normal  pelvis  of  the  mother.  This  is  proved  by  the  two 
cases,  in  only  one  of  which  there  was  narrowness  of  the  pelvis, 
reported  by  Nordman  in  1897.  In  one  case  a  black,  dry  leathery 
spot,  an  eschar,  which  became  circumscribed  and  ulcerated,  was 
found  over  one  trochanter  major  and  in  the  other  over  one  heel, 
somewhat  above  the  edge  of  the  sole  corresponding  with  the 
tuber  calcanei.  In  both  cases  the  injuries  were  in  places  where 
the  skin  comes  in  contact  with  the  bone,  and  it  must  be  as- 
sumed that  these  poorly  padded  portions  had  undergone  a  sort 
of  gangrenous  decubitus  as  a  result  of  excessive  and  persistent 
pressure.  Certain  congenital  skin  defects  resulting  from  tear- 
ing of  amniotic  cords  (Ahlfeld),  wliich  at  first  are  often  also 
covered  with  scabs  that  do  not  fall  off  until  later,  may  have  to 
be  differentiated  from  pressure  marks.  Tlie  differentiation  in 
such  cases  is  difficult,  the  localization  of  the  marks  being  the 
only  reliable  guide. 

Cephalhematoma  is  not  a  very  rare  affection  in  the  newly 
born  infant.  It  develops  during  birth,  especially  in  diflicult  and 
artificially  completed  deliveries,  but  also  otherwise  from  pres- 
sure during  passage  of  the  head  through  the  pelvic  outlet  and 
in  breech  presentation.  The  pressure  exerted  by  the  uterus  pro- 
duces passive  congestion  in  and  rupture  of  the  subperiosteal 
blood-vessels,  and  extravasation  of  blood  between  the  peri- 
cranium and  a  cranial  bone.  The  right  parietal  bone  is  usually 
affected,  more  rarely  the  left  or  both,  and  still  more  rarely  the 
occipital  or  frontal  bone.     The  extravasated  blood  gradually 
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elevates  the  pericranmni,  so  that  on  the  second  or  third  day 
there  at  first  appears  over  the  bone,  especially  over  the  right 
parietal,  a  small,  flat  (later  gradually  larger  and  more  prom- 
inent, np  to  the  size  of  an  apple),  circumscribed,  elastic,  dis- 
tinctly fluctuating,  painless  tumor  which  is  covered  with  nor- 
mal or  at  most  somewhat  bluish-colored  skin.  It  never  extends 
beyond  the  sutures  or  over  the  f  ontanelle.  The  tumor  remains 
stationary  for  a  few  days,  and  it  begins  to  diminish  as  a  result 
of  absorption  of  the  blood.  All  around  the  tumor  a  hard,  bony 
undulation  is  soon  detected,  which,  with  diminution  of  the  size 
of  the  tumor,  becomes  gradually  narrower,  but  may  be  felt  as 
long  as  the  tumor  lasts — often  twelve  to  fifteen  wrecks,  some- 
times longer.  [On  palpation  the  prominent  ridge,  with  the 
depressed  center,  gives  a  sensation  somewhat  like  that  of  a  de- 
pressed fracture. — Sheffield.]  The  bony  ridge  is  formed  by 
the  process  of  ossification,  which  occurs  upon  the  inner  surface 
of  the  periosteum,  and  which  at  first  is  strongest  at  the  edge, 
but  soon  becomes  manifest  also  in  the  center.  There  is  here  a 
scaffold  of  bone-lamellas^  which  crack  like  parchment  on  palpa- 
tion of  the  tumor. 

The  general  health  is  not  disturbed  by  the  cephalhema- 
toma. Complications,  such  as  convulsions,  paralyses,  contrac- 
tures, vomiting,  etc.,  occur  only  with  simultaneous  hemorrhage 
between  the  dura  and  the  bone  or  the  brain,  as  sometimes  oc- 
curs from  very  powerful  pressure  (cephalhematoma  internum). 
Absorption  of  the  cephalhematoma  generally  takes  place  spon- 
taneously and  usually  begins  in  the  early  part  of  the  second 
week,  provided  the  tumor  is  not  injured  by  external  trauma.  If 
the  tumor  is  injured,  suppuration  readily  occurs  and  requires 
incision.  Under  these  circumstances  there  is  danger  of  sepsis, 
meningitis,  etc. 

Cephalhematoma  is  to  be  differentiated  from  caput  suc- 
cedaneum,  which  develops  immediately  postpartum  and  disap- 
pears after  twenty-four  hours;  from  subaponeurotic  or  subcu- 
taneous hemorrhages,  which  occur  sometimes  also  from  intra- 
partum pressure,  but  extend  beyond  the  sutures;  from  con- 
genital encephalocele,  which  lies  between,  but  not  over,  the 
bones,  pulsates,  enlarges  on  crying  or  coughing,  and  can  be 
partially  reduced;  and  from  vascular  tumors,  which  are  com- 
pressible and  free  from  a  bony  wall. 
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The  TREATMENT  is  purely  expectant.  Protection  against 
trauma  (wadding  and  bandage). 

Meningocele. — Congenital  meningocele  will  be  spoken  of 
under  "  Cephalocele ''  ("^-^J-  This  space  will  be  reserved  for 
the  discussion  of  pseudomeningocele  and  meningocele  spvria  s. 
traumatica.  These  penetrating  clefts  of  the  cranial  bones  oc- 
cur during  or  after  birth,  particularly  as  a  result  of  fractures 
of  the  skull.  Occasionally  they  also  result  from  carious  proc- 
esses; for  example,  syphilis.  The  fissures  grow  gradually 
larger,  owing  either  to  the  development  of  the  brain  or  to  the 
rubbing  of  the  edges  of  the  cranial  bones  against  each  other, 
and  permit  the  escape  of  cerebro-spinal  fluid  or  also  portions  of 
the  brain,  which  protrude  in  the  form  of  hernias.  The  tumor, 
which  resembles  a  cephalocele,  is  usually  situated  on  the  parietal 
bone,  and  gives  rise  to  nervous  manifestations,  such  as  liemi- 
plegia,  epiieps}',  and  disturbances  of  intellect;  so  that  its  re- 
moval is  indicated  and  accomplished,  as  in  cephalocele,  by  ex- 
tirpation with  the  knife,  possibly  followed  by  a  plastic  operation 
(see  "Cephalocele'^). 

Cephalocele  is  a  congenital  protrusion  of  the  brain,  a  liernia 
of  the  brain,  through  an  opening  in  the  skull.  It  contains  in 
its  hernial  sac,  which  is  made  up  of  the  meninges,  either  a  com- 
pact mass  of  brain  substance  (encephalocele)  or  cerebral  fluid 
(meningocele),  but  usually  both  brain  substance  and  more  or 
less  fluid  (hydrocephalocele) .  The  presenting  tumor  varies  in 
size  from  a  small  nut  to  a  child's  head.  It  may  be  either  sacci- 
form Avitli  a  broad  base  or  pedunculated.  It  has  the  color  of 
normal  skin, — at  most,  reddish  or  livid, — or  is  covered  either 
partially  or  completely  by  minute  blood-vessels.  It  is  elastic, 
sometimes  translucent  and  pulsating,  and  enlarges  during  cry- 
ing. It  may  be  reduced  either  entirely  or  at  least  partially  by 
compression — a  procedure  which  is  quite  painful  and  at  times 
the  cause  of  meningeal  disturbances,  such  as  convulsions,  opis- 
thotonos, Qoraa,  etc.  The  most  frequent  site  of  cephalocele  is 
the  occiput;  it  may  also  occur  at  the  naso-frontal  region,  at  one 
of  the  angles  of  the  orbit,  and  rarely  in  other  regions.  The 
sharp  edges  of  the  opening  in  the  bone  can  often,  though  not 
always,  be  distinctly  felt.  The  diagnosis  is  usually  not  very 
difficult,  and  there  is  but  slight  liability  of  mistaking  it,  e.g.. 
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for  extracranial  cysts,  abscesses,  etc.  Cephalocele  differs  from 
cephalhematoma,  which  it  more  closely  resembles,  chiefly  by 
its  localization,  pulsation,  and  transparency,  and  the  palpability 
of  the  bony  edges.  Cephalocele  may  remain  small  and  give  rise 
to  so  little  disturbance,  particularly  if  situated  anteriorly,  as  to 
require  no  surgical  interference,  but  merely  protection  against 
external  injuries  by  wearing  suitable  caps,  apparatus,  etc.  As 
a  rule,  cephalocele  grows  rapidly  if  let  alone,  and  produces 
meningeal  symptoms,  paralysis,  contractures,  more  or  less  pro- 
nounced backwardness  in  physical  and  mental  development  up 
to  complete  idiocy;  indeed,  most  of  the  patients  succumb  within 
a  few  years. 

There  is  nowadays,  owing  to  the  success  obtained  on  several 
occasions,  sufficient  justification  to  attempt  the  removal  of  the 
cephalocele  with  the  knife.  Moreover  tapping  is  of  little,  or  at 
best  of  only  temporary,  benefit.  Skin  flaps  are  made,  the  sac 
is  incised,  the  brain  portions  are  eitlier  replaced,  if  possible,  or 
removed  entirely  after  ligating,  often  without  leaving  behind 
any  functional  disturbances.  The  stump  of  the  sac  and  the 
wound  in  the  integument  are  sutured,  and  later  on,  if  the  defect 
in  the  skull  does  not  diminish  spontaneously  (which  occurs  oc- 
casionally), it  is  closed  by  a  second  osteoplastic  operation.  Al- 
though the  loss  of  blood  is  not  immaterial  to  such  children — 
Treehsel  lost  a  child  from  hemorrhage — and  great  care  in  anti- 
sepsis is  imperative,  the  operation  usually  turns  out  well.  Even 
children  a  few  days  old  were  successfully  operated  upon !  The 
final  result  is  sometimes  also  satisfactory,  inasmuch  as  further 
growth  of  the  cephalocele  is  prevented  and  the  physical  and 
mental  development  progresses.  Of  course,  this  is  not  always 
the  case,  particularly  where  the  removal  of  portions  of  brain  be- 
comes necessary.  Even  those  children  who  have  passed  through 
operations  often  become  idiotic  or  blind,  etc.  However,  as 
the  patients  affected  with  large  and  growing  cephaloceles  die  if 
let  alone,  surgical  interference  is  indicated.  On  the  pther  hand, 
inoperable  are  the  cases  complicated  by  pronounced  flattening 
or  diminution  in  size  of  the  skull,  as  well  as  hydrocephalus  or 
other  malformations,  or  where  the  opening  of  the  hernial  aper- 
ture reaches  down  to  the  foramen  magnum.  Cephalocele  is  not 
always  congenital;  it  is  sometimes  traumatic  in.  nature  (see 
*^  Meningocele  "). 
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Spina  Bifida  (Hydrorrhachis). — Under  this  condition  are 
classed  all  malformations  of  the  spine  (particularly  of  the 
lumbar  and  sacral  regions,  more  rarely  the  dorsal,  and  still 
more  so  of  the  cervical  regions)  which  are  associated  with  a  de- 
fect in  the  vertebral  canal.  It  is  a  true  arrest  of  development. 
Thus,  in  the  early  fetal  period  the  usual  separation  of  the  two 
layers  of  the  ectoderm — one  forming  the  spinal  cord  and  menin- 
ges, the  other  the  epidermis — failed  to  occur;  so  that  tlie  ex- 
ternal skin,  the  spinal  cord,  and  membranes  are  united  in  one 
cavity.  From  the  latter  there  may  arch  forward  a  saccular 
hernia,  wliich  either  protrudes  in  the  form  of  a  tumor  or  re- 
mains at  tiie  opening  without  a  tumor.  Biedert  saA^s:  Accord- 
ing to  von  Eecklinghausen,  there  develops,  as  a  result  of  de- 
fective closure  of  the  medullary  canal,  either  simple  rhachischi- 
sis,  a  cleft  in  the  whole,  or  in  some  parts  of  the  vertebral  column, 
without  protrusion,  so  that  the  lower  (ventral)  layer  of  the  pia 
mater,  with  a  thin  trace  of  the  spinal  cord,  lies  in  the  cleft.  It' 
only  one  (sometimes  a  very  small)  portion  of  one  arch  or  of 
several  vertebral  arches  is  involved  and  the  pia  mater,  with  the 
trace  of  the  spinal  cord  bulges  forward,  cystlike,  through  the 
gap,  a  form  of  spina  bifida  develops  which  is  designated  as 
meningomyelocele.  'In  this  form  of  spina  befida  fibers  of  the 
spinal  cord  spread  out  over  the  cyst  and  re-enter  the  canal;  the 
fundus  of  the  cyst  is  formed  by  the  central  dura. 

Meningocele  spinalis  is  a  protrusion  of  the  pia  mater, — 
without  participation  of  the  spinal  cord, — usually  into  the  pos- 
terior, but  also  lateral  and  anterior,  parts  of  the  pelvis.  It  is 
filled  with  cerebro-spinal  fluid,  which  escapes  through  a  fissure 
in  the  vertebral  canal,  between  two  neighboring  vertebral 
arches,  or  through  an  intervertebral  notch.  The  meningocele 
occasionally  has  a  very  thin  pedicle,  sometimes  so  small  that  it 
is  hidden  under  masses  of  fat,  and  can  barely,  or  not  at  all,  be 
demonstrated  by  palpation.  It  is  then  designated  as  spina  'bifida 
occulta.  To  this  form  Virchow  has  added  a  characteristic  vari- 
ety: liypertrichosis  sacro-lumlalis.  It  consists  of  a  hairy  portion 
of  skin  with  a  central  cicatrical  contraction  which  communicates 
with  the  medullary  canal  by  means  of  a  fibrous  cord  running 
through  a  cushion  of  fat.  Finally,  a  third  circumscribed  form 
of  spina  bifida,  myelocystocele,  is  met  with  which  has  its  seat  in 


66  PRACTICAL  PEDIATRICS. 

the  central  canal  of  the  spinal  cord.  It  is  distended  with  fluid 
and  forms  a  hernial  protrusion  through  the  cleft  of  the  verte- 
bral column. 

What  is  generally  understood  by  spina  bifida  is  a  cleft  with 
a  hernial  tumor.  Myelomeningocele  sacro-lumbalis  is  its  most 
frequent  variety,  and  consists  of  a  pear-shaped  or  spherical, 
fluctuating,  tense,  broad  or  pedunculated  tumor  the  size  of 
a  nut,  a  hen^s  egg,  or  a  child's  head,  with  a  bluish,  very  thin 
covering  of  skin.  At  the  edge  of  this  tumor  the  cleft  of  the 
vertebral  column  and  to  some  extent  the  hernial  orifice  can 
usually  be  distinctly  palpated.  The  cystic  tumor  diminishes  in 
size  on  pressure  with  the  finger  (this  action  is  often  followed 
by  twitching  and  tetanic  conditions),  and  is  best  differentiated 
from  other  tumors  (see  "Sacral  Tumors")  by  detection  of  the 
edges  of  the  cleft  in  the  bones. 

Most  children  with  spina  bifida  die  when  very  young,  often 
during  birth,  owing  to  rupture  of  the  tumor  and  shock  following 
rapid  evacuation  of  the  cerebro-spinal  fluid.  Often  they  die 
later  from  rupture  of  the  sac  and  subsequent  purulent  spinal 
meningitis,  from  gangrene  and  ulceration  with  similar  conse- 
quence, or  from  intercurrent  disease.  Of  course,  some  live  for 
months  and  years,  occasionally  to  twenty  or  twenty-five  years, 
but  they  are  usually  afflicted  by  paralysis  of  the  bladder  and 
lower  extremities  and  die  a  slow  death. 

Attempts  to  cure  spina  bifida  by  operation  have  frequently 
been  successful;  often,  however,  they  have  merely  hastened  a 
fatal  issue.  Some  aspirate  and  obtain  at  least  temporary  suc- 
cess in  relieving  the  symptoms  of  compression;  some  physicians 
combine  aspiration  with  injection  of  iodin;  others,  again,  ex- 
tirpate the  tumor.  All  these  methods  have  proved  successful 
in  some  cases  and  fatal  in  others.  The  chief  danger  after  an 
operation  lies  in  the  appearance  of  hydrocephalus.  A  clear 
understanding  of  the  kind  of  spina  bifida  to  be  dealt  with  is 
therefore  imperative.  Osteopathic  closure  has  been  tried  in  a 
number  of  cases;  a  few  times  after  the  method  of  Dollinger, 
whereby  the  arches  of  the  sacrum  have  been  chiseled  through 
and  in  toto  pushed  toward  the  center  and  united  there;  a  few 
times  Bobrove's  operation  was  resorted  to,  in  which  is  em- 
ployed as  a  cover  a  flap  of  periosteum  of  the  outer  surface  of  the 
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ilium,  together  with  the  gluteus  muscle.  These  operations  are, 
however,  very  extensive.  Halban  has  recently  succeeded  in 
making  a  much  simpler  closure  in  a  case  of  meningomyelocele 
affecting  a  child  5  months  old. 

Cerebral  Paralysis  (see  page  335). 

Microphthalmos  causes  more  or  less  severe  disturbances  of 
vision,  depending  upon  the  degree  of  the  defect.  It  sometimes 
occurs  in  several  members  of  the  same  family. 

Ankyloblepharon,  or  adhesion  of  the  edges  of  the  eyelids 
( crypto pliihalmos),  is  congenital.  It  occurs  either  as  a  continu- 
ation of  a  fetal  condition  or  as  a  product  of  a  fetal  ophthalmia. 
It  is  frequently  complicated  by  abnormalities  of  the  bulb 
(anophihahnos,  microphthalmos) . 

Atresia  Pupillae  Congenita  is  a  very  rare  abnormal  per- 
sistence of  the  pupillary  membrane  after  birth  in  the  form  of  a 
fine,  gray  skin,  situated  in  the  niveau  of  the  pupil,  giving  rise 
to  defective  vision.  The  membrane  is  either  already  perforated 
or  made  up  of  small  pieces  of  skin  attached  to  the  margin  of  the 
pupil. 

The  prognosis  is  favorable.  Spontaneous  improvement 
usually  occurs  by  gradual  separation  of  the  membrane  through 
traction  on  part  of  the  iris  muscles  and  absorption.  This  mal- 
formation is  not  to  be  mistaken  for  an  exudation  or  capsular 
cataract. 

Cataxacta  Congenita  is  often  hereditary.  Partial  and  rarely 
diffuse  opacification  (lamellar  or  anterior  central  cataract)  are 
the  forms  usually  met  with.  In  the  partial  form  vision  is  still 
fairly  good  or  can  be  remedied  by  iridectom}^  If  vision  is  very 
defective,  which  is  soon  apparent  from  the  behavior  of  the 
children,  discission  or  linear  extraction  is  indicated. 

Coloboma  Iridis  (Iridoschisma)  is  a  congenital,  usually 
bilateral  fissure  of  the  iris  which  extends  downward.  It  is  fre- 
quently hereditary.  Vision  is  slightly  disturbed.  It  is  some- 
times complicated  by  coloboma  choroidea  (when  vision  is  more 
interfered  wdth),  coloboma  of  the  upper  eyelids  (fissure  in  the 
palpebral  cartilage  sometimes  without  involvement  of  the  skin), 
microphthalmos,  and  cataract. 

Epicanthus. — By  epicanthus  is  understood  an  abnormal  in- 
filtration of  the  skin  at  the  root  of  the  nose  toward  the  angles 
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of  the  eyes,  whereby  a  crescent-shaped  fold  develops  bilaterally 
which  incloses  the  inner  canthi  in  a  sort  of  a  pouch.  These 
pockets  may  reach  the  inner  margin  of  the  cornea.  Epicanthns 
is  always  congenital  and  bilateral.  When  the  defect  does  not 
disappear  spontaneously  at  an  early  age^,  it  can  nsually  be  reme- 
died by  removing  a  longitudinal  fold  from  the  root  of  the  nose 
and  bringing  the  margins  of  the  wound  together  with  fine 
sutures. 

Irideremia  is  a  congenital,  complete  or  partial  (only  a  nar- 
row strip  present),  usually  bilateral  defect  in  the  iris.  The 
pupil  is  not  clear  black,  but  iridescent,  like  a  cat's  eye.  The 
cornea  also  is  usually  abnormal — either  oblong  or  cloudy  (like 
the  lens).  The  affected  children  always  suffer  from  poor  vision 
and  the  eyelids  convulsively  open  and  close,  owing  to  too  strong 
perception  of  light  (see  ''  Albinos ''). 

Albinos  are  children  with  a  congenital  deficiency  of  pig- 
ment in  the  iris  and  choroid,  a  condition  similar  in  results  to 
irideremia  (q.v.).  It  is  also  associated  with  nystagmus,  owing 
to  defective  vision.  Albinos,  also  called  "Kakerlaken,''  usually 
have  a  blue  iris,  very  white  skin,  and  very  light  hair. 

Treatment. — Exclusion  of  superfluous  light  by  means  of 
blue  glasses  or  an  artificial  diaphragm. 

Auricular  Appendages  indicate  an  abnormal  developmental 
process  of  the  ear,  consisting  of  scattered  pieces  of  cartilage  in 
the  form  of  round  or  oblong,  smooth,  warty  prominences  the 
size  of  a  lentil  or  pear.  They  are  usually  situated  in  front  of 
the  ear  (often  several  together,  bilaterally).  Sometimes  they 
are  attached  by  a  pedicle  and  sometimes  they  appear  as  mere 
duplications  of  the  skin. 

The  TREATMENT  cousists  in  ablation. 

Ear  Prominence  is  an  anomaly  which  can  often  be  remedied 
in  the  suckling  by  bandaging  (adhesive  plaster),  which  should 
be  continued  for  weeks.  If  the  disfigurement  is  very  pro- 
nounced, the  child  may  be  freed  from  it  by  a  small  operation. 

Cysts  of  the  Neck  are  of  frequent  occurrence  in  newly  born 
infants.  Aside  from  cystic  hygroma  (q.v.),  unilocular  serous 
and  dermoid  cysts,  remains  of  the  brachial  ducts,  are  observed 
at  the  lower  angle  of  the  jaw  or  in  the  supraclavicular  fossa, 
usually  under  the  sterno-cleido-mastoid  muscle.    All  these  cysts 
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are  sometimes  so  tense  as  to  be  mistaken  for  solid,  glandular 
tumors,  and  are  not  recognized  until  too  late,  i.e.,  until  oper- 
ated upon.  Blood-cysts  are  sometimes  met  in  the  localities  men- 
tioned and  also  in  other  situations.  They  are  due  to  a  pro- 
trusion of  veins  or  rudimentary  forms  of  the  same,  or  to  a  com- 
munication of  other  cysts  of  the  neck  with  a  vein.  In  these 
cases  extirpation  is  more  difficult  than  in  ordinary  cyst  of  the 
neck,  but  is  usually  accomplished.  Single  unilocular  hygromas 
of  the  neck,  which  are  of  occasional  occurrence,  are  usually  as- 
sociated with  other  malformations. 

Hygroma  Cysticum  Colli  Congenitum  (Lymphangioma  Cys- 
ticum)  is  a  cystic  tumor  consisting  of  several  large  or  small, 
usually  noncommunicating  partitions.  The  single  cysts  are 
sometimes  recognized  from  the  outside  as  separate  fluctuating 
and  bulging  chambers  which,  with  thinned  skin,  appear  trans- 
parent. Hygromas  are  variable  in  size  from  a  small  elevation 
under  the  lower  jaw  or  over  the  clavicle  to  an  enormous  tumor 
embracing  the  whole  neck  and  reaching  downward  to  the  chest 
and  upward  to  the  face,  protruding  through  the  oral  cavity  as 
a  ranula,  and  finally  spreading  into  the  deep  structures  of  the 
throat.  The  tumor  usually  arises  from  the  submaxillary  region, 
and  by  spreading  with  enormous  rapidity  may  cause  very  severe 
disturbances.  It  is  a  condition  of  lymphectasia  the  sections  of 
which  are  filled  with  a  clear,  bright,  serous,  or  more  bloody, 
chocolate-colored  contents.  A  small  hygroma  can  easily  be  re- 
moved by  extirpation,  or  incision  followed  by  iodoform  packing. 
Large  ones,  however,  often  present  great  difficulties,  and  may 
prove  inoperable  owing  to  the  deep  extension  of  the  tumors, 
which  are  detected  during  the  operation  and  which  may  reach 
even  to  the  base  of  the  cranium. 

Cervical  Ribs  are  rare  malformations  of  no  practical  im- 
portance. They  are,  nevertheless,  worthy  of  note  in  order  to 
avoid  errors  in  diagnosis.  A  hard,  bonelike  clasp,  a  continua- 
tion of  the  transverse  process  of  a  cervical  vertebra,  is  felt, 
which  either  ends  here  or  continues  upward  and  unites  with  the 
first  rib. 

Hematoma  Sterno-cleido-mastoidei  usually  appears  from 
three  to  five  weeks  after  birth,  but  also  somewhat  earlier  or 
later.    It  is  a  painful,  nodular,  spindle-shaped  or  roundish  thick- 
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ening  in  th^  muscle  in  its  central  or  sternal  end.  It  is  nsnally 
situated  on  the  right  side,  but  also  on  the  left  and  very  rarely 
on  both  sides. 

Etiology. — Tension  npon  the  miiscles  of  the  neck  intra- 
partum,— ^nsnally  in  breech  presentation,  artificial  delivery,  also 
in  spontaneous  delivery, — with  consequent  tearing  of  the  muscle 
fibers,  hemorrhagic  exudation,  and  consecutive  myositis.  The 
head  is  usually  held  in  an  oblique  position.  The  pain  subsides 
after  some  time  and  the  swelling  is  gradually  absorbed,  with 
scar  formation  and  induration.  The  wryneck  also  usually,  but 
not  always,  disappears. 

Teeatment  is  expectant — mainly,  rest  to  the  head.  The 
child  is  carried  about  on  a  large  hair  pillow  upon  which  the 
Avhole  body  rests.  For  the  pain,  cold  compresses  and  later  light 
massage  with  potassium  iodid  [and  ichthyol]  ointment. 

Congenital  Prominence  of  Scapula. — This  anomalous  posi- 
tion of  the  scapula  is  known  also  as  ^'Sprengel's  deformity/'  be- 
cause Sprengel  published  (1891)  the  first  four  cases.  Since  then 
about  sixteen  cases  [quite  a  number  of  them  have  been  pub- 
lished; recently  one  case  of  bilateral  prominence  by  Hirsh,  of 
Berlin — Sheffield]  .  The  scapula  is  normal  in  size  and  shape 
and,  as  a  rule,  simply  pushed  upward,  occasionally  obliquely. 
In  this  anomaly  the  scapula,  usually  the  left  [also  bilateral], 
stands  higher  than  the  other,  the  difference  in  height  varying 
from  1  to  6  centimeters,  but  also  as  much  as  from  10  to  12 
centimeters.  The  distance  from  the  spinal  column  may  also 
vary.  A  few  times  a  mild  degree  of  scoliosis  was  associated  with 
it,  so  that  the  upper  dorsal  column  was  curved  convexly,  partly 
to  the  deformed  and  partly  to  the  normal  size.  There  is  usually 
no  alteration  in  the  motility  of  the  upper  extremity,  except 
slight  interference  with  raising  of  the  arm  horizontally.  The 
muscles  are  apparently  normal.  The  abnormality  was  often 
discovered  quite  late,  but  in  several  cases  it  was  observed  in  the 
newly  born  infant.  Sprengel  having  observed  several  times  that 
the  left  arm  of  the  child  was  held  fixed  on  the  back  at  birth,  he 
advanced  the  theory  that,  owing  to  lack  of  liquor  amnii,  the 
uterus  is  unable  to  influence  this  pathological  change  in  position 
through  corrective  contractions;  so  that  the  position  remains 
permanent,  and  congenital  prominence  of  the  scapula  is  pro- 
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duccd  secondarily.  This  etiology  seems  to  be  correct,  but  it  is 
equally  true  that  corrective  contraction  is  also  interfered  with 
by  an  excess  of  liquor  amnii,  changes  in  the  uterine  musculature, 
diminution  of  space  (uterus  unicornis  and  bicornis,  tumors  of 
the  uterus  and  adnexa),  and  also  by  the  child.  That  the  anom- 
aly is  usually  left  sided  is  explained  by  the  frequency  of  left 
vertex  presentation,  the  left  shoulder  being  directed  backward. 
Congenital  prominence  of  the  scapula  must  not  be  confounded 
with  the  deformity  which  is  secondary  to  scoliosis.  The  scoliosis 
is  more  pronounced  and  the  higher  scapula  is  always  situated 
on  the  convex  side.  Furthermore,  it  should  be  remembered  that 
there  is  also  an  acquired  sinking  of  one  scapula  (follows  empy- 
ema) ;  also  an  acquired  prominence,  which  is,  as  a  rule,  rachitic 
in  nature.  In  this  condition  the  surface  of  the  scapula  is  more 
or  less  strongly  convexly  bent  backward,  the  lateral  portion  of 
the  spinous  process  turned  downward,  and  the  coracoid  process 
elongated.  Finally,  there  is  a  deformity  of  the  scapula  due  to 
trauma,  such  as  contusion  or  retraction  of  the  levator  scapulae 
and  of  the  upper  part  of  cucullaris  muscle.  [Congenital  as  well 
as  acquired  prominence  of  the  scapula  is  prol)al)ly  due  to  paralysis 
of  the  scapular  muscles  as  a  result  of  trauma  or  otherwise.  A 
so-called  "angel  wing''  deformity  is  sometimes  met  in  anterior 
poliomyelitis  with  involvement  of  the  serratus  magnus. — Shef- 
field.] 

Atresia  Oris  (Microstoma)  is  a  very  rare  malformation. 
When  congenital  the  lips  are  either  grown  together  entirely  or 
separated  by  a  small  opening  (in  the  former  case  an  immediate 
operation  is  inevitable).  It  is  more  frequently  due  to  sypliilis 
(cicatricial  contraction  from  pZag?/es  or  ulcers),  noma,  gangrene, 
diphtheria,  etc. 

Treatment. — Cheiloplastic  operation  of  Dieffenbach. 

Clefts  of  the  Face  [Schistoprosapia]  are  congenital  mal- 
formations caused  by  partial  defective  union  of  those  portions 
of  the  fetus  which,  under  normal  conditions,  unite  to  form 
parts  of  the  face.  The  genuine  facial  clefts  appear  in  two 
forms:  The  oblique  (cleft  of  lip  and  cheek — meloscMsis),  in  which 
the  cleft  begins  at  the  upper  lip,  runs  laterally  along  the  nose 
through  the  cheek  and  reaches  the  lower  lip;  and  the  transverse 
(macrostoma)y  which  is  more  frequent  and  consists  of  an  elonga- 
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tion  of  tlie  oral  orifice  toward  one  side  as  a  result  of  a  cleft  in 
the  cheek.  Occasionally  clefts  are  observed  also  in  the  alae 
nasi^  and  iistnlae  in  the  bridge  of  the  nose  and  at  the  lower  lip, 
etc.,  which  enter  the  skin  for  a  few  centimeters  and  then  end 
blindly.  Finally  to  these  clefts  belong  also  clefts  of  the  lips 
(see  "Harelip"  and  "'Cleft  Palate ^0- 

Cleft  Palate  (Palatum  Fissum,  Palatoschisis)  is  classed 
among  the  facial  fissures.  It  is  usually  associated  with  hare- 
lip, which  is  designated  "wolf's  mouth.''  The  cleft  may  be 
total,  uranoscliisma,  or  partial,  wanocolohoina.  The  latter, 
again,  consists  of  an  anterior  and  a  posterior  uranocoloboma. 
In  the  anterior,  which  is  a  result  of  nonunion  of  one  superior 
maxillary  bone  and  the  os  intramaxillare,  the  harelip  extends 
some  distance  into  the  hard  palate,  in  an  oblique  direction,  from 
the  lateral  to  the  median  line.  In  bilateral  cleft  the  os  intra- 
maxillare stands  free  on  both  sides.  The  posterior  urano- 
coloboma, which  is  usually  complicated  by  fissure  of  the  soft 
palate,  may  be  a  result  either  of  nonunion  of  both  palatal  bones, 
when  the  arch  of  the  hard  palate  appears  split  for  a  short  dis- 
tance in  the  most  posterior  section;  nonunion  of  one  superior 
maxillary  with  its  palate  bone  with  that  of  the  opposite  side,  so 
that  the  cleft  runs  laterally  from  behind  up  to  the  os  intra- 
maxillare; or  finally  of  the  latter  defect  having  taken  place  on 
both  sides,  so  that  the  vomer  projects  freely  between  the  clefts. 
IJranoschisma  also  may  be  unilateral,  although  usually  it  is  bilat- 
eral, while  the  soft  palate  always  presents  only  one  split.  From 
both  sides  of  the  double  harelip  an  anterior  colobonia  proceeds 
to  both  sides  of  the  os  intramaxillare,  where  the  fissures  meet 
and  unite  posteriorly  and  run  further  as  a  median  cleft  through 
the  soft  and  hard  palate.  Here,  again,  very  different  combina- 
tions occur,  varying  from  a  unilateral  and  bilateral  harelip  to  a 
unilateral  and  bilateral  cleft  palate.  Various  degrees  of  clefts 
of  the  uvula  also  are  observed.  Cleft  palate  impedes  sucking 
and  correct  speaking  even  more  than  simple  harelip  and  causes 
catarrh  of  the  upper  air-passages. 

The  operation  on  the  soft  palate  alone  (suture  of  the  cleft 
palate,  staphylorrhaphy)  is  easy,  but  it  is  much  more  difficult  if 
the  hard  palate  also  is  to  be  corrected.  Although  the  urano- 
plastic  operation,  whereby  the  muco-periosteal  covering  of  the 
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hard  palate  is  employed  to  close  the  cleft,  is  usually  accom- 
panied by  good  results,  it  is  entirely  useless  for  correction  of 
speech.  Hence  the  very  serviceable  obturators  are  at  present 
employed  for  closure  of  the  cleft  in  preference  to  operative  in- 
terference. 

Harelip  (Labium  Leporinum,  Cheiloschisis)  belongs  to  the 
facial  clefts  (q.v.)  and  is  produced  by  nonunion  (unilateral  or 
bilateral)  of  the  filtrum  (formed  by  the  frontal  process)  and 
the  lateral  parts  of  the  upper  lip  (formed  by  the  superior  maxil- 
lary process).  Cleft  of  the  upper  lip,  which  occasionally  heals 
in  utero  so  that  only  an  ordinary  scar  is  visible  in  the  newly 
born,  varies  in  degree  from  a  mere  fissure,  which  is  limited  to 
the  red  portion  of  the  lip  or  extends  for  some  distance  upward, 
to  that  involving  the  whole  lip  up  to  the  nostril  and  the  upper 
jaw,  producing  a  large  cleft,  which  is  very  rarely  median,  but 
usually  unilateral  or  bilateral.  If  the  anomaly  is  not  remedied, 
it  not  only  gives  rise  to  disfigurement,  but  to  dilTiculty  of  feed- 
ing and  speech  and  especially  of  suckling.  This  is  particularly 
the  case  if  the  harelip  is  associated  with  cleft  palate.  In  simple 
harelip  the  child  helps  itself  by  grasping  the  nipple  with  the 
edge  of  the  lower  jaw.  If  the  harelip  is  not  remedied  before  first 
dentition,  it  also  gives  rise  to  deformity  of  the  teeth.  It  is 
therefore  advisable  to  remedy  it  long  before  this.  The  oper- 
ation is  not  advantageous  in  children  but  a  few  weeks  old,  al- 
though successful  operations  have  been  performed  even  in  the 
newly  born.  In  delicate  children  or  those  suffering  from 
catarrh,  etc.,  it  is  better  to  wait  for  better  nutrition  and  resti- 
tutio ad  integrum. 

The  operation  generally  consists  of  freshening  the  edges 
and  suturing.  The  mode  and  shape  of  the  freshening  is,  of 
course,  very  variable,  and  depends  upon  the  form  and  extent 
of  the  harelip.  The  operation  may  be  so  easy  that  every  physi- 
cian can  perform  it.  On  the  other  hand,  in  severe  cases  or  in 
bilateral  forms,  especially  in  proboscidiform  prominence  of  the 
intramaxillary  bone,  the  operation  may  prove  quite  difficult  and 
the  final  results  leave  much  to  be  desired  from  a  cosmetic  point 
of  view. 

Ankyloglossia  (Adhassio  Linguae,  Tongue-tie) . — In  this  con- 
dition the  insertion  of  the  frenulum  extends  so  far  forward  as 
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to  give  rise  to  difficulty  in  sucking  and  interfere  with  speech. 
This  is,  however,  extremely  rare.  As  a  rule,  it  is  so  slight  that 
normal  condition  gradually  develops,  rendering  surgical  inter- 
vention unnecessary.  The  latter  ("loosening  of  the  tongue- 
string")  is,  however,  usually  demanded  by  the  parents.  In 
order  to  satisfy  the  parents  the  physician  performs  a  harmless 
operation  by  raising  the  tongue  with  the  forefinger  and  thumb 
or  with  the  myrtiform  probe  and  dividing  with  the  finger  or 
scissors,  the  membranous  portion  of  the  frenulum.  There  some- 
times exists  a  true  adhesion  of  the  lower  surface  of  the  tongue 
to  the  base  of  the  oral  cavity,  which  may  be  either  congenital  or 
acquired.  The  congenital  form  is  due  to  adhesions  between 
epithelial  surfaces  and  can  easily  be  liberated.  The  acquired 
form  may  be  due  to  syphilis  or  mercurial  ulcer,  and  can  be  re- 
moved only  by  an  operation  (severe  bleeding,  recurrent  ad- 
hesion!). [It  is  advisable  only  to  nick  the  frenulum  with  the 
scissors  and  complete  the  operation  with  the  finger-nail,  thus 
avoiding  injury  to  the  ranine  artery. — Sheffield.] 

Macroglossia  is  an  enlargement  of  the  tongue.  The  en- 
largement may  be  so  marked  that  the  ill-shaped  organ  finds  no 
room  in  the  mouth  and  protrudes  more  or  less.  It  is  often 
congenital  or  develops  soon  after  birth.  There  are  two  varieties 
of  this  affection.  Cavernous  macroglossia — a  true  lymphangiom- 
atous  tumor  often  affecting  also  the  lips,  '' macro cheilia" ; 
and  fibrous  macroglossia — an  hypertrophy  of  the  muscle  fiber 
and  fibrous  tissue.  Both  forms  are  frequently  combined.  En- 
largement and  thickening  of  the  tongue  is  often  found  in 
cretinism  and  also  in  acromegaly;  it  may  also  result  from  irrita- 
tion, acute  or  chronic  inflammatory  affection  of  the  muscles  of 
the  tongue  (syphilis),  tumors,  etc.  These  secondary  forms, 
however,  are  usually  not  designated  macroglossia.  Macroglossia 
may  prove  fatal,  inasmuch  as  it  renders  suckling  difficult  or 
impossible;  furthermore,  the  tongue  by  protruding  from  the 
mouth  is  apt  to  become  injured,  chapped,  and  cracked,  and  con- 
sequently greatly  enlarged.  Later  there  is  also  difficulty  of 
speech.  In  such  comparatively  severe  cases  the  macroglossia 
must  be  treated  by  the  removal  of  a  wedge-shaped  piece.  Gal- 
vano-cauterization  also  may  be  resorted  to.  In  milder  degrees 
of  macroglossia  painting  with  dilute  tincture  of  iodin  (1  to  9) 
may  prove  effective. 
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Atresia  Esophagi  is  rare.  It  occurs,  however,  with  or  with- 
out formation  of  diverticula.  The  lower  end  sometimes  termi- 
nates in  the  trachea. 

Fistula  Colli  Congenita  is  a  rare  anomaly  caused  by  de- 
fective closure  of  the  second  or  third  brachial  duct.  It  is 
usually  unilateral.  The  external  opening  is  very  fine  and  situ- 
ated on  the  side  of  the  neck  from  one  to  one  and  one-half  centi- 
meters behind  and  above  the  sterno-clavicular  articulation, 
often  in  a  little  fossa  encircled  by  a  wall.  There  is  sometimes 
moisture  and  redness,  due  to  oozing  of  mucoid  fluid.  The  canal 
is  permeable  by  a  very  fine  sound  and  either  ends  blindly  or 
leads  to  the  pharynx  or  esophagus.  Cauterization  is  useless. 
Extirpation  only  can  remove  the  fistula. 

Congenital  Pyloric  Stenosis. — The  etiology  of  congenital 
pyloric  stenosis  is  obscure.  In  several  cases  a  more  or  less 
marked  congenital  hypertrophy  of  the  pyloric  circular  muscles 
with  swelling  of  the  mucosa  was  observed. 

The  principal  sj'mptoms,  which  are  manifested  immedi- 
ately after  birth,  are  vomiting  and  constipation.  As  these 
symptoms  are  also  of  common  occurrence  in  many  other  dis- 
eases they  cannot  be  regarded  as  characteristic  of  pyloric 
stenosis,  unless  the  vomiting  is  regular,  occurs  after  consump- 
tion of  only  small  quantities  of  food,  and  is  associated  with  dila- 
tation of  the  stomach,  strong  peristalsis,  and  particularly  with 
a  palpable  tumor.  Cases  presenting  such  a  symptom-complex 
are  very  severe  in  nature  and  if  not  immediately  operated  upon 
(laparotomy,  gastro-enterostomy),  usually  rapidly  end  fatally 
with  increasing  cachexia.  Even  operation  is  usually  futile.  In 
mild  relative  cases  of  pyloric  stenosis  operation  may  be  post- 
poned until  the  symptoms  grow  worse ;  in  the  meantime  an  at- 
tempt can  be  made  to  treat  the  condition  by  other  means,  par- 
ticularly by  gastric  lavage.  The  existence  of  pyloric  stenosis 
has  recently  been  absolutely  denied  (Phaundler).  It  is  main- 
tained that  in  very  many  cases  in  which  the  symptoms  just 
mentioned  are  present  there  is  no  organic  disease,  but  rather  a 
functional,  spastic  contracture  of  the  pyloric  muscles  (as  is 
often  observed  in  postmortem  examination  of  stomachs  of 
young  children),  which  usually  disappears  spontaneous^,  and 
at  most  requires  assistance  by  electricity,  gastric  lavage,  moist 
warm  compresses,  prolonged  baths,  and  dietetic  measures. 
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Atresia  Tractus  Intestini. — Atresia  is  the  most  frequent 
condition  observed.  During  embryonic  life  the  rectum  grows 
gradually  downward  into  the  small  pelvis,  and  instead  of  termi- 
nating externally  it  does  not  reach  the  outer  layer  of  the  skin, 
but,  on  the  contrary,  forms  an  invagination  which  progresses 
gradually  farther  imtil  it  reaches  the  cecum  of  the  colon,  where 
the  parts  unite  after  atrophy  of  the  obliterating  transverse 
membrane  has  taken  place.  If  a  disturbance  of  this  mechanism 
occurs  in  the  embryo,  the  child  is  born  with  atresia  ani.  The 
following  are  the  usual  varieties  of  malformation  of  the  rec- 
tum : — 

1.  Atresia  Ani  Proper. — The  rectum  extends  deeply  down 
and  is  at  this  point  more  or  less  dilated.  It  does  not  reach  the 
outer  skin,  the  invagination  of  which  did  not  take  place,  so 
that  the  anal  orifice  is  absent.  There  is  sometimes  not  the 
slightest  indication  of  an  anus,  while  at  other  times  the  orifice 
is  indicated  by  a  few  comblike  prominences,  a  small  fossa,  or 
a  round  indulation,  the  center  of  which  is  soft  and  compressible. 
There  is,  however,  no  way  of  being  positive  that  the  rectum  is 
situated  behind  it,  inasmuch  as  the  intervening  masses  of  fat 
are  apt  to  deceive.  Indeed,  the  cecum  often  terminates  so  low 
down  that  only  a  very  thin  layer  of  skin  separates  it  from  the 
outside.  The  skin  is  sometimes  pushed  down  very  low,  so  that 
the  accumulated  meconium  is  visible  through  the  skin  by  its 
greenish  color. 

The  prognosis  in  this  form  of  atresia  is  favorable  owing  to 
the  ease  with  which  the  rectum  can  be  located. 

After  a  careful  examination  by  an  exploratory  puncture,  a 
transverse  incision  is  made  and  the  cecum  is  often  immediately 
reached.  The  incision  may  eventually  be  made  a  little  deeper. 
To  prevent  the  formation  of  new  adhesions  the  rectum  is 
packed,  for  the  following  few  weeks,  with  small  pieces  of 
anointed  gauze  after  each  fecal  movement. 

2.  In  the  second  form  of  atresia  ani  the  anal  orifice  is  per- 
fectly normal,  but  the  child  passes  no  meconium,  appears  rest- 
less, strains,  cries,  its  abdomen  is  distended,  it  breathes  with 
difficulty,  and  vomits  occasionally.  On  entering  the  anal  orifice, 
which  is  sometimes  barely  large  enough  to  permit  the  passage  of 
only  the  tip  of  a  thin  sou-ud,  it  is  found  to  terminate  blindly  at 
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a  point  about  two  and  one-half  centimeters  in  depth,  showing 
that  the  end  of  the  rectum  has  either  been  arrested  at  some  dis- 
tance from  the  anus  or  has  taken  another  course,  sometimes  not 
far  away  from  the  normal — when  the  meconium  is  felt  bulging 
above  the  curve — and  sometimes  very  much  farther.  In  the 
former  case  the  condition  is,  of  course,  more  favorable,  and  can 
be  remedied  by  puncture  or  incision,  beginning  from  the  end 
of  the  invagination,  and  by  consecutive  dilatation.  If  the  colon 
is  not  discernible  in  this  manner  it  must  be  looked  for — which 
is  often  very  difficult — and,  if  the  search  is  futile,  an  artificial 
anus  must  be  made.  The  prognosis  is,  at  any  rate,  pretty  bad. 
On  the  other  hand,  if  this  condition  is  allowed  to  persist,  the 
patient  is  sure  to  die  within  from  three  to  eight  days  from  rup- 
ture of  the  intestines  and  peritonitis. 

3.  The  prognosis  is  still  worse  in. atresia  ani  et  ixtestini 
Ri:cTi  where  the  rectum  is  arrested  in  its  development  higher  up 
(chiefly  in  the  region  of  the  sacro-iliac  symphysis)  and  is  asso- 
ciated also  with  absence  of  the  anal  orifice.  In  such  cases  there 
is  no  possible  way  to  determine  the  exact  condition,  so  that 
search  for  the  normal  intestinal  tract  involves  serious  surgical 
intervention  and  often  proves  useless.  Only  occasionally  a  firm 
fibrous  cord  is  found  which  runs  from  the  cecum  to  the  cutis 
and  may  possibly  serve  as  a  guide. 

4.  In  CLOACA  coxgexitalis  there  is  also  absence  of  the 
anus,  the  rectum  ends  in  an  abnormal  place,  usually  in  the  blad- 
der (atresia  recti  vesicce)  or  in  the  vagina  (atresia  recti  rafjino'), 
and  in  the  male  also  somewhere  in  the  urethra  (atresia  recti  urc- 
thne).  The  meconium  has  then  partly  a  free  exit,  but  by  com- 
nmnicating  mth  the  bladder  there  is  a  decomposition  of  the 
urine,  cystitis,  and  death;  and  in  recto-vaginal  atresia  the  in- 
testinal contents  escape  continuously,  giving  rise  to  a  miserable 
condition  demanding  operative  interference.  After  removal 
of  this  trouble  the  patient  may  reach  old  age. 

0.  Atresia  Eecti  Cltaxea  Perinei.  s.  Vilvalis^  s.  Scro- 
TALis.  s.  Sacralis. — This  form  is  rare.  The  anal  orifice  is 
located  in  an  abnormal  place  in  the  perineum,  scrotum,  labium, 
or  sacrum,  which  is  defective  and  perforated.  Operative  inter- 
ference is  often  successful. 
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6.  Atresia  of  the  Small  Intestine  is  very  rare.  Its 
most  common  seat  is  the  pylorus,  at  the  point  of  insertion  of 
the  ductus  choledochus  and  point  of  origin  of  Meckel's  divertic- 
ulum. Causes:  separation  by  fibrous  bands,  remaining  after 
fetal  peritonitis,  or  by  Meckel's  diverticulum.  A  few  cases  were 
operated  upon  (enterostomy,  entero-anastomosis),  but  ended 
fatally. 

[In  this  form  of  atresia  there  is  usually  early  and  persistent 
vomiting,  rapid  asthenia,  and  death  from  inanition  Avithin  a 
week.  ^N^othing  is  passed  from  the  bowels  after  the  escape  of 
the  meconium. — Sheffield.] 

Congenital  Dilatation  of  the  Colon  (usually,  with  Hyper- 
trophy) has  occasionally  been  observed.  It  gives  rise  to  a 
certain  symptom-complex:  Obstinate  constipation  from  birth, 
due  to  atony  of  the  intestinal  mucous  membrane,  with  se- 
vere meteorism,  followed  some  time  later  by  a  more  or  less 
copious  diarrhea  due  to  irritation  from  retained  feces,  which 
at  times  may  produce  inflammatory  conditions  and  ulceration. 
After  expulsion  of  gases  and  stool,  local  intestinal  tumors  be- 
come visible  and  palpable,  and  a  deep  (up  to  seventy  centimeters 
and  over)  invagination  of  even  a  thick  gut  may  readily  occur. 
Most  children  succumb  early.  They  may,  however,  live  a  few 
years. 

Ductus  Omphalo-mesentericus,  s.  Entericus. — The  umbilical, 
or  vitelline,  duct  is  the  tubular  communication  between  the 
residue  of  the  germinating  vesicle  (yelk,  or  umbilical  sack)  and 
the  alimentary  canal.  Occasionally  the  duct  is  not  obliterated. 
Individuals  thus  afflicted  (so  far  only  thirty  cases  are  on  record) 
rarely  reach  old  age,  owing  to  the  grave  manifestations  associ- 
ated with  this  anomaly.  Not  only  are  disturbances  of  nutrition 
and  intestinal  catarrh  present, — the  open  communication  be- 
tween the  bowels  and  the  exterior  seems  to  predispose  to  catar- 
rhal conditions, — but  the  portion  which  protrudes  through  the 
umbilicus  in  the  form  of  a  red,  finger-  or  penis-  shaped  tumor 
gradually  becomes  larger  and  develops  into  a  large  hernia.  Fur- 
thermore, recent  observations  tend  to  prove  that,  as  a  result  of 
strangulation  and  consequent  separation,  ileus  may  develop 
within  the  abdominal  cavity  and  sometimes  also  partial  intes- 
tinal necrosis  with  fatal  peritonitis,  owing  to  the  fact  that  the 
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persistent  mesenteric  duet  in  conjunction  with  some  intestinal 
loops  forms  a  sort  of  orifice  in  vrhich  other  portions  of  the  intes- 
tines are  incarcerated.  These  dangers  are  usually  obviated  by 
extirpating  the  ductus  omphalo-mesentcricus,  an  operation  that 
has  on  several  occasions  boon  successfully  performed. 

Obliteration  of  the  Bile-ducts,  or  congenital  deficiency  of 
the  excreting  bile-ducts,  is  a  rare  anomaly.  Protracted  icterus, 
decolored  stools,  and  diminution  in  volume  of  the  primarily  en- 
larged liver  form  tlio  cai-dinal  symptoms  of  this  hopeless  affec- 
tion. However,  postmortem  examination  sometimes  reveals 
permeability,  narrowness,  or  only  partial  obliteration  of  the 
bile-ducts  in  cases  which  during  life  presented  the  symptoms 
just  enumerated.  This  condition,  which  may  occur  in  two  or 
more  children  of  the  same  family,  is  very  rarely  syphilitic  in 
nature  and  probably  due  to  fetal  peritonitis  at  the  porta  of  the 
liver.  It  causes  death  within  a  few  months  at  the  latest,  with 
or  witbout  hemorrhages  from  the  skin,  umbilicus,  bowels,  etc. 
]t  is  almost  always  accompanied  by  enormous  atrophy.  Recov- 
eries are,  however,  on  record.  If  syphilis  is  suspected  specific 
treatment  should,  of  course,  be  instituted. 

Diastasis — of  the  recti  abdominis  muscles — is,  according  to 
recent  researches  (Boedinger),  not  rare  in  children  of  either  sex. 
It  is  usually  situated  upon  the  upper  part  of  the  abdominal  wall 
— usually  lozenge-shaped — from  the  xyphoid  process  to  the 
umbilicus,  or  somewhat  lower.  It  is  not  always  associated  with 
umbilical  hernia,  as  the  navel  ring  can  distinctly  be  felt  as  a 
tendinous  wall.  Diastasis  of  the  recti  al)dominis  muscles  is  con- 
genital, and  due  to  defective  or  delayed  closure  of  the  deep 
layers  of  the  abdomiiuil  wall.  It  usually  appears  after  a  few 
years,  when  the  children  are  more  active  and  begin  to  run, 
jump,  etc.,  and  generally  disappears  at  puberty.  Until  then  it 
may,  under  certain  conditions,  give  rise  to  serious  disorders,  at 
first  to  paroxysmal  symptoms  of  incarceration  when  portions 
of  the  stomach  may,  perhaps,  slip  into  the  slit,  and  later  to 
more  apprehensive  disturbances  of  the  general  health.  The 
children  suddenly  begin  to  avoid  fermentable  articles  of  food 
or  complain  of  stomachache  after  eating.  They  are  also  at- 
tacked by  very  sudden  pain  associated  with  sudden  pallor,  on 
quick  bending  or  active  exercise,  etc.     The  patients  gradually 
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become  anemic^  etc.  These  symptoms  are  often  unrecognized, 
and  unsuccessfully  treated  for  years  as  catarrh  of  the  stomach 
and  the  like,  until  spontaneous  recovery  takes  place.  By  apply- 
ing a  bandage  or  adhesive  straps  the  symptoms  can  be  quickly 
relieved. 

Hernias. — Inguinal  hernia  occurs  quite  frequently  in  chil- 
dren, is  almost  always  congenital,  and  presents  the  same  signs 
as  in  adults.  The  prognosis,  liowever,  is  better  in  the  former 
than  in  the  latter.  Jn  little  ehiklren  small  ruptures  heal  spon- 
taneously provided  constipation,  pliimosis,  and  the  like — which 
by  straining  either  produce  or  at  least  enlarge  the  hernias — are 
relieved.  It  is  safer,  however,  for  the  child  to  wear  a  well-fitting 
truss  for  several  years.  If  the  hernias  are  irreducible,  pro- 
gressively increase  in  size,  present  symptoms  of  inflammation 
or  other  evidence  of  disturbance,  and  the  patient  is  unable  to 
wear  a  truss,  operation  is  indicated,  which,  in  children,  is  quite 
simple  and  harmless.  Incarcerations  are  very  rare  in  older 
children  and  relatively  most  frequent  in  infants.  In  incessant 
vomiting,  associated  with  or  preceded  by  reflex  anuria  and 
singultus,  it  is  very  important  carefully  to  examine  the  ab- 
dominal rings.  Crural  hernias  are  extremely  rare  in  childhood. 
Diaphragmatic  hernias  are  of  more  frequent  occurrence  and 
usually  congenital  in  nature — due  to  defects  in  the  diaphragm 
or  to  upward  protrusion,  owing  to  marked  thinning  of  the  same. 
They  are  more  rarely  acquired  (trauma,  traction  from  above 
owing  to  presence  of  scars,  etc.).  The  more  or  less  extensive 
entrance  of  the  abdominal  organs  into  the  thoracic  cavity  causes 
disturbances  of  variable  intensity,  such  as  dyspnea,  cyanosis, 
digestive  disturbances,  the  cause  of  which  can  be  detected  by 
physical  examination.  The  prognosis  is  always  doubtful.  The 
patients  may,  however,  reajch  old  age  if  they  are  well  cared  for 
and  if  injuries  are  avoided  which  may  give  rise  to  incarceration. 
The  latter  condition  can  be  remedied  only  by  daring  operations. 

As  children  rapidly  lose  in  strength  and  the  delicate  in- 
testine rapidly  becomes  gangrenous,  the  time  for  an  operation 
is,  in  cases  of  incarcerated  hernia,  limited  to  a  few  hours.  It  is 
therefore  important  to  heed  the  appearance  of  incarceration  at 
the  earliest  moment,  to  proceed  at  once  with  herniotomy  or 
radical  operation  and  not  defer  too  long — not  over  twenty-four 
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}iours — ^by  attempts  to  reduce  the  hernia  by  taxis.  The  latter 
procedure  is  usually  successful  in  a  warm  bath  or  under  narcosis, 
but  is  not  free  from  danger,  inasmuch  as  the  firm  pressure  ex- 
erted is  lialile  to  ])roduce  intestinal  hemorrhages  and  gangrene. 
On  tlie  otlier  liand,  the  operation  is  quite  simple  in  children  and, 
as  a  rul(\,  accompanied  by  good  results; 

Umbilical  Hernia. — Two  entirely  different  conditions  are 
understood  by  umbilical  hernia: — 

1.  CONGKNITAL  UmBI  LICAL  HeRNIA  (HeRNIA  FUNICULI  Um- 
BILICALIS,    ExOMriTALOS,    OMPHALOCELE    CONGEXITA,    AmXION 

Navel)  is  a  very  rare  malformation  or  arrest  of  development. 
The  umbilicus  fails  to  attain  its  full  development,  as  a  result 
of  a  defect  in  the  abdominal  coverings,  and  instead  of  the  um- 
bilicus there  is  a  saclike  dilatation  of  the  abdominal  cavity  up 
to  the  size  of  a  child's  head,  which  contains  intestinal  loops, 
stomach,  spleen,  kidneys,  etc.  The  hernial  sac  is  made  up  of 
the  amnion  and  parietal  peritoneum.  The  skin  forms  a  red, 
puffy  ring  at  the  fold  of  transition  of  the  abdominal  walls  into 
the  amnion,  while  the  linea  alba  and  the  umbilical  ring  are 
absent.  If  there  is  considerable  eventration,  the  children  gen- 
erally die  early  from  rupture  of  the  sac.  If  they  live,  the  por- 
tions of  the  amnion  participate  in  the  mortification  of  the  um- 
bilical cord  and  slough  away,  leaving  the  contents  of  the  sac 
denuded;  so  that  the  abdominal  cavity  comnmnicates  with  the 
external  air,  peritonitis,  gangrene,  and  death  being  often  the 
result. 

Under  proper  treatment,  such  as  reposition,  closure  with 
salicylic  acid  collodion,  and  bandage,  spontaneous  recovery  by 
granulation  and  cicatricial  contraction  sometimes  occurs.  Suc- 
cess is  frequently  obtained  also  by  radical  operation  (extirpation 
of  sac,  reposition,  suturing  of  the  abdominal  defect). 

2.  Hernia  through  the  Umbilical  King,  Acquired  Um- 
13ILICAL  Hernia. — The  disposition  is  frequently  congenital.  Ex- 
citing causes:  Crying,  coughing,  vomiting,  meteorism,  straining 
due  to  constipation,  diarrhea,  phimosis,  etc.  The  umbilicus  is 
normally  developed,  but  not  sufBciently  resistant.  Hence  the 
umbilical  cicatrix  gradually  protrudes  outward,  as  a  result  of 
internal  pressure  by  a  loop  of  small  intestines.  It  is  at  first 
manifested  by  small,  but  gradually  enlarging,  round  or  oval. 
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soft,  elastic  swelling  at  the  umbilical  cicatrix,  which  is  not 
painful  to  pressure.  It  is  covered  by  skin,  fascia,  and  peri- 
toneum. It  becomes  more  tense  and  prominent  during  cough- 
ing, crying,  straining,  etc.,  and  upon  pressure  with  the  finger 
it  slips  back  with  a  gurgling  sound  into  the  abdominal  cavity. 
This  symptom  serves  as  a  differential  sign  from  bulging  of  the 
umbilicus  resulting  from  hydrops  or  peritonitis. 

The  PROGNOSIS  is  favorable.  Small  hernias  often  heal  spon- 
taneously; even  larger  ones  extremely  rarely  strangulate,  and 
generally  yield  within  three  to  six  months  to  treatment  with  a 
suitable  bandage.  In  small  hernias,  after  reposition  of  the  pro- 
truding parts,  a  fold  on  each  side  of  the  abdominal  skin  is  lifted 
and  brought  in  apposition  and  fixed  in  place  by  means  of  strips 
of  adhesive  plaster  or  collodion.  In  larger  hernias  the  Eapa- 
Montis  bandage  is  used.  The  umbilicus  is  painted  with  col- 
lodion, pushed  back  into  the  abdominal  cavity,  covered  with  a 
flat  piece  of  cork,  and  held  in  place  by  adhesive  plaster.  Be- 
ginning at  the  umbilicus,  superimposed  layers  of  adhesive  strips 
are  applied  around  the  abdomen  to  the  back  in  such  a  manner 
that  they  cross  one  another  on  their  return  on  the  abdomen. 
The  whole  bandage  is  then  painted  with  collodion.  These  band- 
ages cannot  be  applied  until  the  child  is  about  5  or  6  months 
old,  as  in  a  younger  one  the  skin  is  too  sensitive.  The  bandage 
is  left  in  place  until  it  becomes  defective,  when  it  is  again  re- 
newed until  recovery,  which  usually  takes  place  within  three  to 
six  months.  The  bandage  does  not  interfere  with  bathing. 
Trusses  are  impracticable. 

Lung  Hernias. — Congenital  lung  hernias  are  sometimes 
seen  as  nut-sized  tumors  under  the  skin  in  front  (below  the 
clavicle)  or  on  the  back.  They  are  elastic  to  the  touch,  change 
their  size  during  respiration,  and  sometimes  give  rise  to  aus- 
cultatory signs  as  well  as  to  a  tympanitic  or  pulmonic  sound  on 
percussion.  They  contain  normal  or  degenerated  portions  of 
lung,  and  at  times  cause  obstinate  coughing  spells,  which  disap- 
pear after  reposition  of  the  hernia  and  protection  by  proper 
bandages.  Suppuration  was  once  the  cause  of  death  of  a 
patient. 

Cyanosis  (Congenital  [or  "Blue  Sickness"])  was  formerly 
believed  to  be  a  result  of  intermixture  of  the  arterial  and  venous 
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blood  occurring  as  a  result  of  defective  closure  of  the  fetal 
blood-channels,  the  ductus  Botalli  and  foramen  ovale,  or  as  a 
result  of  a  defect  in  the  partition  of  the  auricles  and  ventricles. 
It  is  now  known  that  c3^anosis  often  occurs  in  instances  in  which 
such  an  admixture  of  blood  is  out  of  question  ("  vitia  cordis  '^), 
and  may  be  entirely  absent  notwithstanding  abnormal  com- 
munications. Cyanosis  is  a  cardinal  symptom  of  congenital 
heart  disease  (see  "Vitia  Cordis").  The  cheeks,  tip  of  the  nose, 
the  liands,  feet,  and  especially  the  nails  and  the  visibU;  mucous 
membranes  appear  bluish  violet,  particularly  when  the  child 
cries,  sucks,  or  overexerts  himself.  A  more  or  less  considerable 
fall  in  the  temperature  of  peripheral  parts  is  associated  with  it. 
A  knobby  (clublike)  swelling  of  the  ungual  phalanges  of  the 
fingers  and  toes  and  at  times  also  a  clawlike  deformity  of  the 
nails  occur,  especially  if  the  cyanosis  is  of  long  duration.  In 
addition,  debility,  laziness,  somnolence,  and  backwardness  of 
growth  and  intelligence  are  usually  present. 

Foramen  Ovale  is  the  opening  in  the  septum  of  the  auricles 
of  the  fetal  heart  which  is  gradually  obliterated  in  extra-uterine 
life.  With  the  diversion  of  the  blood-current  of  the  dilated 
right  ventricle  to  the  pulmonary  artery,  the  blood-pressure  in 
the  right  auricle  is  lowered,  the  valve  of  the  foramen  ovale  falls 
back  upon  the  latter  and  gradually  adheres  to  its  margin.  The 
obliterating  process  is  usually  not  completed  until  the  third 
3^ear  of  life.  Occasionally  it  does  not  occur  at  all.  Aside  from 
the  causes  mentioned  in  connection  with  the  ductus  Botalli 
(q.v.),  there  are  also  local  anomalies  of  the  foramen  ovale  or  its 
valve  Avhich  interfere  with  its  obliteration.  Notwithstanding 
its  failure  to  close,  overflowing  of  the  blood  from  the  right  to 
the  left  auricle  may  take  place  where  the  pressure  predominates 
in  the  right  auricle.  This  occurs  only  when  the  escape  of  the 
blood  from  the  right  ventricle  to  the  lungs  is  prevented,  as  in 
stenosis  of  the  pulmonary  artery,  or  when  there  are  any  im- 
IDcdiments  to  the  entrance  of  the  blood  into  the  riglit  ventricle 
(changes  in  the  tricuspid  valve).  Under  such  conditions  cya- 
nosis may  occur  with  or  without  systolic  or  presystolic  murmurs 
over  the  third  or  fourth  costal  cartilage,  etc. 

Ductus  Arteriosus  Botalli,  the  fetal  duct  which  runs  be- 
tween the  pulmonary  artery  and  the  arch  of  the  aorta  and  in 
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tlie  newborn  is  about  as  thick  as  a  brancli  of  tlie  pulmonary 
artery,  is  usually  quickly  obliterated  in  tlie  living  child.  Since 
with  tlie  establishinent  of  respiration,  a  stronger  current  of 
blood  must  reach  the  lungs  and  is  no  longer  able  to  pass  through 
the  duct  into  the  aorta,  the  ductus  arteriosus  becomes  empty. 
As  a  result  of  distension  of  the  lungs  it  experiences,  besides,  a 
change  in  position,  nay,  even  a  kink,  and  hence  immediately 
begins  to  undergo  closure  (owing  to  an  obliterating  endarteritis), 
which  is  completed  in  from  two  to  three  weeks.  Only  in  case  of 
deficient  filling  of  the  left  ventricle — which  may  arise  from  ex- 
tensive atelectasis  of  the  lungs,  fetal  pneumonia,  or  stenosis  of 
the  pulmonary  artery — may  there  be  a  delay  in  the  obliteration, 
or  even  complete  failure.  In  this  event  the  blood  from  the 
pulmonary  artery  continues  to  flow  through  the  ductus  arteri- 
osus to  the  insufficiently  filled  aorta.  This  delayed  obliteration 
is  capable  of  compensating  for  months  the  usual  consequences 
of  the  previously  mentioned  disturbances  of  the  right  heart 
and  of  the  entire  venous  system;  but,  if  the  ductus  arteri- 
osus remains  open,  then  persistence  of  the  duct,  which  estab- 
lishes a  permanent  communication  between  the  pulmonary  and 
aortic  circulations,  is  very  soon  followed  by  hypertrophy  of  the 
right  ventricle  and  dilatation  of  the  pulmonary  artery.  The 
children  thus  affected  usually  die  early,  but  they  may  reach  old 
age.  In  the  beginning  this  anomaly  progresses  without  symp- 
toms; soon,  however,  palpitation  sets  in,  a  thrill  is  perceived 
over  the  anterior  chest-wall,  systolic  murmurs  are  heard,  and 
enlargement  of  the  area  of  cardiac  dullness,  difficulty  of  breath- 
ing, cyanosis,  and  bronchial  catarrh  ensue.  These  symptoms 
are  followed  by  disturbance  of  compensation,  which  may  rap- 
idly terminate  in  death. 

Valvular  Hematomas  are  small  blood  extravasations,  up  to 
the  size  of  a  cherry.  They  are  sometimes  observed  in  small  and 
even  newly  born  infants.  They  are  generally  found  as  promi- 
nent spherical  tumors  upon  the  cardiac  valves,  and  especially 
upon  the  free  border  of  the  mitral  valve.  These  prominences, 
which  are  situated  beneath  the  superficial  layer  of  the  endo- 
cardium, generally  develop  very  soon  after  or,  perhaps,  even  be- 
fore birth,  from  rupture  of  intravalvular  vessels.  They  usually 
retrogress  in  the  first  few  months  of  life,  and  it  is  possible  tliat 
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some  apparent! N'  coii'^ciiital  licart  diseases  originate  from  them 
(see  "Vitia  Cordis^'),  inasmucli  as  during  retrogression  there 
is  possibl}^  also  a  contraction  of  the  valvular  borders  resulting 
in  stenosis  of  the  ostium  or  insufficiency  ol*  the  valve.  Some- 
times small,  hard,  sessile  or  ixuhinculated  nodules,  covered  by 
epithelium,  spring  up  as  residues. 

Hydronephrosis  is  usually  conf/mUdl  owing  to  a  congenital 
oblit(M'ati(>ii  of  the  ureters  or  to  valvular  folds  in  the  same,  etc. 
It  is  genei'ally  unilateral.  \'eiT  extensive  hydronephrosis  some- 
times forms  an  im])ediinent  to  chihll)irth,  recpiiring  dismendjer- 
ing  of  the  child.  Jt  often  occurs  also  with  other  congenital 
anomalies.  In  moderate  hydronephrosis  there  are  very  few 
symptoms,  and  a  diagnosis  is  very  rarely  possible. 

Severer  forms  of  hydronephrosis  demand  puncture,  which 
is  at  times  followed  by  prolonged  improvement  or  even  cure. 
Extirpation  of  the  kidney  has  proved  successful  in  several 
eases.  If  the  other  kidney  becomes  involved  (e.g.,  scarlatinal 
nephritis)  the  prognosis  is  very  unfavorable.  Hydronephrosis  is 
rarely  acquired,  but  it  may  result  from  obstruction  of  the  ureter 
by  tumors  of  the  kidney  and  adjacent  parts,  renal  stones,  retro- 
peritoneal tumors  of  the  lymph  glands,  etc.,  and  may  also  be 
caused  by  trauma  (blow  in  the  region  of  the  kidney). 

Fissure  of  the  Bladder  ( [Exstrophy  of  the  Bladder]  Ectopia 
Vesicae)  is  a  defect  due  to  arrest  of  development  in  the  anterior 
wall  of  the  bladder  and  abdomen,  and  usually  also  in  the  sym- 
physis, so  that  the  posterior  vesical  wall  protrudes  through  a 
gap  in  the  abdominal  wall  as  a  round,  moist,  bright-red  mass, 
marked  by  two  small  tubercles  on  both  sides, — the  oritices  of 
the  ureters, — from  which  the  urine  dribbles  continuously.  As 
a  consequence  there  are  irritation  of  the  bladder-wall  itself  and 
the  surrouiuling  skin,  and  a  very  offensive  odor.  Children  with 
exstrophy  complicated  by  epispadias,  fissures  of  the  clitoris, 
vagina,  and  malformations  of  other  parts  of  the  body  usually 
succumb  at  an  early  age,  but  the  milder  forms  of  ectopia  vesica? 
are  generalh'  not  fatal.  In  this  case  a  plastic  operation  is  in- 
dicated, for,  while  the  fissure  may  diminish  in  size  spontane- 
ously, it  never  closes  entirely.  Two  cases  of  intra-uterine  heal- 
ing of  exstrophy  which  could  be  ascertained  Iw  distinct  sear 
formations  are  on  record.     If  this  operation  fails,  wearing  of 
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Earle's  apparatus  (a  hollow  silver  shield  with  rubber  tube  and 
cork  introduced  in  the  bladder  and  held  in  place  by  means  of 
a  truss)  may  be  employed  to  advantage. 

TJrachus. — The  urachus  sometimes  remains  patent.  On 
pressure  a  small  hernial  tumor  arches  forward  in  the  vicinity  of 
the  umbilicus.  Temporary  distension  of  the  urachus  may  give 
rise  to  attacks  of  colicky  pain.  On  examination  with  the  cathe- 
ter it  is  found  that  the  urachus  can  be  reached  through  the 
bladder.  A  urachus  fistula  may  exist  from  birth  or  develop 
later,  usually  in  the  form  of  congenital  stricture  of  the  urinary 
canal. 

If  the  symptoms  are  severe  an  operation  must  be  resorted 
to.  The  presence  of  cystitis  may  compel  early  therapeutic  pro- 
cedures, as  death  has  occurred  from  pyelonephritis.  In  addi- 
tion to  attention  to  the  cystitis  and  the  constriction  of  the 
urinary  canal,  it  is  sometimes  necessary  to  remove  the  fistula, 
which  runs  from  the  umbilicus  to  the  bladder.  This  is  best 
done  first  by  careful  cauterization  with  nitrate  of  silver  [and, 
if  this  fails,  by  refreshing  the  walls  of  the  sinus  with  the  knife 
and  subsequent  introduction  of  sutures — Sheffield]. 

Atresia  TJrethrse  is  almost  always  epithelial  in  nature  or  at 
most  membranous.  In  the  former  mere  pressure  with  the  tip 
of  a  sound  is  sufficient,  in  the  latter  a  small  incision  is  made 
and  kept  open  by  means  of  an  appropriate  small  lead  rod.  It 
very  rarely  requires  a  preparatory  operation  in  order  to  find  the 
urethra.  In  the  event  of  a  preparatory  operation  the  still 
patent  urachus  permits  the  escape  of  urine  for  the  time  being, 
and  is  later  closed  by  freshening  the  edges  and  suturing.  If  the 
urethra  cannot  be  discovered  through  the  external  wound,  the 
bladder  is  punctured  by  means  of  a  curved  trocar,  under  direc- 
tion of  a  finger  in  the  rectum,  and  the  urethra  is  looked  for 
from  within  after  opening  the  bladder  by  means  of  sectio  alta. 

Atresia  Vulvae  consists  chiefly  of  a  cellular  adhesion  of  the 
labia  minora,  and  is  either  partial  or  total.  It  is  due  to  an 
impeded  epidermization  of  the  cells,  arising  from  the  rete  Mal- 
pighii.  In  total  atresia  vulvae  there  is  retention  of  urine.  The 
labia  generally  separate  spontaneously,  otherwise  it  is  to  be 
done  with  the  fingers  or  by  means  of  a  dull  sound  or  scalpel. 
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Atresia  Vaginae  Hymenalis  (Imperforate  Hymen)  is  a  con- 
genital malformation  which  usually  escapes  observation  until 
puberty  unless  the  hymen  is  situated  directly  in  front  of  the 
urethral  orifice  and  thereby  gives  rise  to  disturbances. 

Treatment. — Incision  and  packing  with  iodoform  gauze. 

Cryptorchidism  [Undescended  Testicle]  is  not  a  rare  anom- 
aly in  the  newly  born  (about  10  per  cent.)  and  is  due  to  failure 
of  one  or  both  testicles  to  descend  into  the  scrotum.  The 
testicle  is  retained  either  in  the  abdominal  cavity  or  at  the 
annulus  inguinalis  (undescended  testicle)  because  of  an  unusual 
narrowness  of  the  inguinal  ring,  or  of  inflammations  wiiicli  lead 
to  adhesions  at  abnormal  places,  etc.  Normally  it  sliould  de- 
scend about  the  ninth  fetal  month.  The  descent  often  takes 
place  spontaneously  within  the  first  few  days,  weeks,  or  months 
of  life,  but  frequently  not  until  about  puberty.  In  the  latter 
event  the  testicle  may  make  for  itself  a  false  passage  ('^ectopia 
testis^')  and  reach  the  anterior  abdominal  wall,  the  root  of  the 
penis,  the  perineum,  or  the  crural  arch,  and  be  mistaken  for  a 
crural  hernia.  It  also  may  be  arrested  in  a  wrong  position  and 
be  felt  normal  in  size  or  enlarged  as  a  result  of  a  serous  exuda- 
tion in  the  tunica  vaginalis.  This  condition  is  usually  not 
detrimental  to  the  genitalia  (in  bilateral  cryptochidism  there  is 
usually  impotence),  but  is  prone  to  excite  other  dangers,  such 
as  impaction  of  the  testicle  at  the  inguinal  canal  (excruciating 
pain  and  consecutive  inflammation),  traumatic  inflammations, 
and  sometimes  reflex  symptoms  (epilepsy).  Cryptorchidism  fur- 
nishes also  a  marked  predisposition  to  inguinal  hernia;  hence 
the  frequent  coexistence  of  the  two  affections.  Not  infre- 
quently, especially  at  puberty,  it  causes  atroph}^  of  the  genital 
organ  or  malignant  degeneration. 

The  TREATMENT  is  expectant  if  no  other  indication  is  pres- 
ent. Gentle  massage  has  often  proved  successful.  For  protec- 
tion of  the  genital  organ:  capsular  bandage.  If  simple  remedies 
fail,  operative  interference  (orchidopexy). 

In  an  otherwise  normal  condition  it  sometimes  occurs  that 
tense  contraction  of  the  scrotum  causes  the  testicles  to  be  drawn 
up  high  by  the  cremaster,  and  are  felt  in  front  of  the  inguinal 
ring.  With  relaxation  of  the  scrotum  the  organs  again  descend. 
Such  a  condition  must  not  be  mistaken  for  cryptorchidism. 
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Hydrocele  is  very  frequently  observed  in  children.  It  is 
"usually  congenital,  rarely  acquired  (trauma).  The  anomaly 
consists  in  an  abnormal  accumulation  of  serous  fluid  (normally 
only  a  few  drops)  in  the  tunica  vaginalis  propria,  hydrocele 
tunicce  vaginalis,  as  contrasted  with  hydrocele  funiculi  spermatid. 
Both  varieties  may  communicate  with  the  abdominal  cavity  if 
the  vaginal  process  has  remained  patent — hydrocele  communi- 
cans.  This  variety  is  usually  associated  with  hernia  and  is 
sometimes  difficult  of  diagnosis  owing  to  the  return  of  the  fluid 
into  the  abdominal  cavity.  Hydrocele  tunica  vaginalis  is  gen- 
erally unilateral,  and  is  manifest  by  an  oval,  smooth,  translu- 
cent, more  or  less  tense,  fluctuating  swelling,  which  sounds 
empty  on  percussion.  Posteriorly  to  it  lies  the  testicle,  which 
is  often  easily  palpable.  Hydrocele  funiculi  spermatid  is  usu- 
ally spindle-shaped  or,  if  several  cysts  are  united,  it  resembles 
a  string  of  beads;  otherwise  it  simulates  the  former  variet}^, 
except  that  the  testicle  lies  underneath  and  is  distinctly  sep- 
arated by  a  constriction.  If  the  patient  does  not  strain,  cry, 
etc.,  the  fluid  in  hydrocele  communicans  can  with  moderate 
pressure  and  without  gurgling  readily  be  forced  back  into  the 
abdominal  cavity. 

As  hydrocele  often  disappears  spontaneously  an  expectant 
plan  of  treatment  is  indicated.  At  most,  iodin  ointment  or 
painting  with  equal  parts  of  iodin  and  tincture  of  nutgall 
should  be  tried.  If  the  hydrocele  is  greatly  enlarged,  puncture 
(requiring  frequent  repetition)  usually  results  in  a  cure,  espe- 
cially if  aspiration  is  followed  by  the  injection  of  a  few  drops 
of  equal  parts  of  tincture  of  iodin  and  alcohol,  or  of  two  Pravaz 
syringefuls  of  corrosive  sublimate  solution  (1  to  5000).  A  radical 
operation  is  rarely  necessary.  In  hydrocele  communicans  a 
truss  should  be  worn  to  prevent  hernia.  [Absorption  of  the 
fluid  is  often  facilitated  by  the  internal  administration  of  potas- 
sium iodid. — Sheffield.] 

Preputial  Adhesions. — Partial  or  complete  adherence  of  tlie 
prepuce  to  the  glans  penis  is  at  first  physiological,  but  it  quite 
often  persists  also  in  older  children.  The  superficial  cells  from 
the  rete  Malpighii  fail  to  undergo  normal  hornification,  remain 
filled  with  protoplasm,  and  give  rise  to  adhesions.  The  same 
pathological  condition  is  responsible  also  for  adhesions  between 
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the  labia  minora,  which  at  times  form  the  cause  of  dysuria. 
The  adhesions  are  at  first  tense  and  tight;  but  gradually  relax 
with  age.  An  attempt  to  push  the  foreskin  backward  is  met 
with  an  impediment  even  in  the  absence  of  phimosis  (q.v.); 
the  urethral  orifice  gapes  and  seems  to  be  surrounded  by  a  flat 
ring  running  along  the  foreskin.  Sometimes  a  cystic  swelling 
of  the  prepuce  surrounds  the  whole  anterior  portion  of  tlie 
penis.  Sequehe:  retention  and  sometimes  decomposition  of 
smegma;  balanitis  and  balanoposthitis;  not  infrequently  also 
interference  with  urination  (straining,  etc.),  and  enuresis. 

Thkatment. — In  mild  cases  the  prepuce  should  freipicntly 
be  pushed  back  and  forth,  sometimes  preceded  by  loosening  of 
the  adhesions  with  a  dull  probe  and  followed  by  removal  of  re- 
tained smegma  with  absorbent  cotton.  Application  of  boric 
acid  ointment  over  the  glans  or  lead-water  compresses  to  the 
penis  [see  ^Tliiinosis^']. 

Paraphimosis  is  a  constriction  of  the  penis  resulting  from 
retraction  of  a  narrow  foreskin  (see  "Phimosis")  behind  the 
corona  of  the  glans  penis.  It  may  be  either  congenital  or  ac- 
quired (through  playfulness  or  during  onanism).  The  prepuce 
is  firmly  contracted  and  caniuit  again  be  replaced.  Paraphi- 
mosis is  occasionally  a  result  of  constriction  by  means  of  bands, 
threads,  rings,  etc.  Se(iueh\?:  edema  of  the  glans,  cyanotic  dis- 
coloration, and — in  protracted  paraphimosis — even  gangrene. 

Treatment. — Reposition  of  the  preputium  by  compression 
of  the  glans  with  both  thumbs,  and  simultaneous,  slow  traction 
of  the  prepuce  forward  by  means  of  both  index  and  middle  fin- 
gers. In  some  cases  this  procedure  must  be  jjreceded  by  pro- 
longed action  of  cold  water  upon  the  glans  to  reduce  the  swell- 
ing and  sensitiveness.  If  the  swelling  is  very  marked  the  glans 
may  be  surrounded  by  a  narrow  Esmarch  bandage,  or  the  con- 
tracted part  may  be  incised. 

Phimosis  is  a  stenosis  of  the  preputial  orifice,  particularly 
of  the  inner  lamella?,  so  that  the  glans  cannot  pass  through.  It 
is  usually  congenital,  but  also  acquired  as  a  result  of  inflamma- 
tions, hypertrophy  of  the  foreskin,  cicatrices,  etc.  It  is  often 
associated  with'  adhesions  of  the  prepuce  to  the  glans;  so 
that  two  impediments  to  the  retraction  of  the  prepuce  exist. 
The  prepuce  is  frequently  found  elongated  and  hypertrophied, 
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and  considerably  overhangs  the  glans,  rendering  micturition 
very  difficult.  Urination  is  attended  by  crying,  pressing,  and 
straining,  and  often  causes  hernias  and  prolapsus  ani.  The 
urine  escapes  in  a  fine  stream  or  by  drops,  often  causing  ery- 
thema and  eczema  of  the  abdomen,  scrotum,  and  thighs.  There 
may  also  be  {e.g.,  from  fear  of  pain)  retention  of  urine  and  even 
fatal  uremia.  The  entrance  of  urine  between  the  preputium 
and  glans  causes  decomposition  of  smegma,  balanitis,  and  bala- 
noposthitis,  with  consequent  further  swelling  of  the  prepuce 
(sometimes  with  copious  granulations)  and  new  obstruction  to 
urination.  Concretions  are  sometimes  formed  in  the  sulcus 
retroglandularis.  Phimosis  is  also  often  the  source  of  nervous 
disturbances — e.g.,  pavor  nocturnus,  painful  erections,  tendency 
to  masturbation  (which,  on  the  other  hand,  leads  to  paraphi- 
mosis), irritability,  cough,  strabismus,  convulsions,  and  even 
epilepsy. 

Treatment. — Mechanical  dilatation,  or  rather  immediate 
division,  of  the  prepuce  followed  by  a  continuous  suture  (derma- 
tol,  nosophen  [aristol],  dressing)  or  circumcision  (q.v.).  These 
operations  can  easily  be  performed  under  Schleich^s  method  of 
infiltration  anesthesia  [preferably  ether  or  chloroform]. 

Circumcision  is  especially  indicated  in  severe  phimosis, 
when  the  prepuce  is  very  much  elongated  and  hypertrophied  at 
the  orifice.  It  is  best  performed  after  Emmert^s  method  as 
described  by  Albert:  "The  prepuce  is  retracted  as  much  as 
possible,  then  slit  along  the  dorsum  by  a  simple  incision,  and 
allowed  to  return  to  its  normal  position,  in  order  to  de- 
termine how  much  of  it  hangs  over  the  glans  penis.  The 
superfiuous  portion  of  the  prepuce  is  removed  as  far  as  the 
frenulum  by  a  circular  cut  with  the  scissors.  The  wound  is 
then  sutured  all  around.  The  operation  may  also  be  done 
by  one  stroke  of  a  knife  by  catching  the  distal  end  of  the 
prepuce,  pulling  it  strongly  forward,  and  clipping  it  at  the 
glans,  but  the  apprehension  of  injuring  the  glans  induces  the 
surgeon  to  clamp  the  prepuce  right  in  front  of  the  glans  by 
means  of  a  thumb  forceps.^^  In  this  manner  it  is  performed 
on  boys  seven  days  old  by  the  "  circumcisers "  in  accordance 
with  the  Mosaic  rite.  Formerly  (it  no  longer  occurs)  when  it 
was  the  custom  of  the  circumciser  regularly  to  "suck''  the  wound, 
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this  method  was  quite  dangerous,  owing  to  the  frequent  infec- 
tion with  syphilis,  tuberculosis,  and  diphtheria.  Even  at  the 
present  day  misfortunes  arise  either  through  accident — e.g., 
hemorrhages  in  children  suffering  from  hemophilia  which  are 
arrested  with  difficulty  or  prove  fatal;  or  ignorance  on  the  part 
of  the  circumciser — e.g.,  accidental  wound  infections  in  conse- 
quence of  insufficient  asepsis;  intoxication  owing  to  abuse  of 
iodoform,  carbolic  acid,  etc. ;  once  also  luxation  of  penis  owing 
to  lack  of  skill.  Although  such  occurrences  are  quite  rare  since 
the  advice  of  a  physician  is  being  more  commonly  sought,  Pott's 
recommendation,  that  ritual  circumcision  should  be  under  the 
control  of  the  government  and  be  performed  only  by  educated 
and  licensed  circumcisers,  is  in  every  way  justifiable. 

Epispadias  corresponds  in  its  origin,  consequences,  etc.,  with 
hypospadias  (q.v.),  but  is  much  rarer  than  the  latter.  In  epi- 
spadias the  urethral  opening  terminates  at  the  dorsal  surface  of 
the  penis,  either  more  or  less  anteriorly  or,  in  very  bad  cases, 
which  are  also  associated  with  ectopia,  much  farther  back. 
Even  in  the  mildest  degrees  of  epispadias  incontinence  of  urine 
exists,  and  a  plastic  operation  is  often  an  absolute  necessity. 

Hypospadias. — This  term  is  used  to  designate  an  abnormal 
opening  of  the  urethra  due  to  defective  development.  The 
urethra  ends  upon  the  inferior  surface  of  the  penis.  In  mild 
degrees  of  hypospadias  the  opening  is  still  limited  to  the  glans, 
in  severer  cases  it  runs  farther  backward,  at  the  bottom  of  a 
canal,  which  runs  along  the  lower  portion  of  the  penis  until  it 
reaches  that  opening,  and  which  may  split  in  two  parts  not  only 
the  whole  urethral  canal  (when  the  glans  and  penis  are  present 
in  a  rudimentary  form),  but  also  the  scrotum  and  perineum.  In 
this  event  the  bladder  terminates  in  this  cleft,  and  gives  rise  to 
pseudohermaphroditism.  These  severe  degrees  are  very  rare. 
Generally  the  urethra  opens  at  the  glans  or  somewhat  farther 
back.  Even  then,  hoAvever,  it  causes  a  great  deal  of  incon- 
venience to  the  patient,  inasmuch  as  the  urine  passes  downward 
very  slowly  in  a  thin  stream,  wets  the  adjacent  skin,  and  causes 
intertrigo,  erosions,  and  ulcers.  The  farther  backward  the 
urethral  canal  terminates,  the  w^orse  the  case  and  the  more  apt 
in  this  condition  to  interfere  with  virility.  Hypospadias  is  usu- 
ally remedied  by  a  plastic  operation,  but  this  complicated  surgi- 
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cal  interference  is  not  always  entirely  successful,  inasmuch  as 
fistula  are  very  prone  to  persist. 

Congenital  Sacral  Tumors. — Albert,  whose  treatise  on  the 
subject  in  question  is  essentially  followed  here,  distinguishes 
the  following  varieties: — 

1.  Double  Formations  are  decidedly  more  frequently  ob- 
served in  the  female  than  in  the  male.  They  are  either  com- 
plete, so  that  two  individuals  of  the  female  sex  are  grown  to- 
gether at  the  buttocks,  or  incomplete  so  that  one  rudimentary 
form  is  attached  to  the  buttocks  of  a  fully  formed  individual. 
The  latter  condition  is  designated  as  parasitic  formation.  The 
parasite  may  present  itself  either  as  a  separate  part  of  the 
body — e.g.,  as  a  third  leg — or  as  a  tumorlike  mass  included  in 
the  integument  of  a  complete  individual.  It  may  be  firmly 
adherent  to  the  surrounding  parts,  even  to  the  sacrum  and  the 
coccyx,  and  consist  of  a  conglomeration  of  incomplete  and  de- 
formed portions  of  the  body,  such  as  sections  of  extremities  and 
of  the  trunk,  rudimentary  pieces  of  intestines,  etc.;  at  times 
also  of  cysts  or  cystosarcomatous  growths  (included  double  for- 
mations). 

2.  The  Sacral  Hygromas  are  simple  or  multiple  cysts 
with  fibrous  walls,  epithelial  lining,  and  more  or  less  fluid  con- 
tents. They  are  attached  by  a  broad  base  to  the  dorsal  surface 
of  the  sacrum.    Their  etiology  is  obscure. 

3.  The  Tumores  Coccygei  are  neoplasms  which  arise  from 
the  anterior  surface  of  the  coccyx  and  sacrum  and  hang  be- 
tween the  anus  and  coccyx.  They  are  inclosed  in  a  fibrous 
cavity,  which  is  connected  with  the  periosteum  of  the  sacrum 
and  coccyx,  and  send  out  roots  into  the  internal  parts.  The 
tumor  is  made  up  of  a  fibrous  or  granular  mass,  generally  of 
sarcomatous  nature.  Occasionally  carcinomatous  structures  are 
met,  and  sometimes  masses  of  fat,  cartilage,  or  even  bone.  The 
fibrous  layer  is  covered  by  integument.  The  tumor  may  reach 
very  considerable,  nay,  even  an  immense,  size.  It  never  ex- 
tends above  the  lower  border  of  the  gluteus,  but  may  spread 
within  the  pelvic  cavity.  The  condition  of  the  spinal  canal  is 
of  clinical  importance.  It  is  either  abnormally  closed  and 
free  from  any  involvement;  or  dilated  at  the  sacral  region  and 
invaded  by  the  tumor;   in  this  event  the  tumor  is  either  fixed 
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upon  the  dura  spinalis  or  it  surrounds  a  hernial  dural  protru- 
sion. The  origin  of  the  growths  is  as  yet  entirely  obscure.  In 
certain  cases  a  sarcomatous  degeneration  of  the  dura  seems  to 
form  the  starting  point;  in  others,  the  origin  is  sought  in  the 
remains  of  the  chorda  dorsalis,  and  in  others  again  in  Luschka's 
coccygeal  gland. 

4.  Caudal  Formations  and  Lipomatous  Attachmkxts. 
— The  former  manifest  themselves  either  as  an  enlargement 
or  increase  in  number  of  the  coccygeal  vertebrae,  and  thus  repre- 
sent a  tail,  or  as  an  ordinary  lipoma. 

The  course  of  these  tumors  varies.  While  the  caudal  for- 
mation is  a  mere  disfigurement,  the  parasitic  formation  may 
give  rise  to  a  pronounced  deformity.  Futhermore,  coccygeal 
tumors  are  also  dangerous.  But  few  children  thus  afflicted 
live  beyond  V2  to  1  year  of  age.  The  majority  of  them  die 
earlier  with  symptoms  of  marasmus.  More  favorable  is  the 
character  of  sacral  tumors  in  which  the  deformity  is  merely 
associated  with  vulnerability. 

The  DIAGNOSIS  of  the  individual  tumors,  except  the  cau- 
dal formations,  is  not  easy.  Even  in  sacral  hygromas  it  is 
hard  to  tell  whether  or  not  they  stand  in  any  connection  with 
the  spinal  canal  (see  "  Spina  Bifida  ").  In  the  parasitic  forma- 
tions the  nature  of  the  tumors  is  easily  detected  if  only  one 
organ  of  the  parasite  is  found,  but  the  diagnosis  is  very  difficult 
if  the  whole  mass  is  included  beneath  the  integument  of  the 
affected  individual.  As  this  condition  must  chiefly  be  distin- 
guished from  a  coccygeal  tumor,  two  points  will  have  to  be 
borne  in  mind:  (1)  the  coccygeal  tumor  is  always  more  or  less 
attached  to  some  part  of  the  coccyx,  and  never  extends  above  a 
certain  limit;  (2)  it  grows  and  enfeebles  the  child. 

There  are  a  few  more  points  of  interest,  especially  in  refer- 
ence to  the  feasibility  of  operative  interference.  An  excessive 
blood-supply  is  discerned  by  an  increase  in  the  external  heat 
and  by  swelling  of  the  tumor  in  a  hanging  posture.  The  mode 
of  attachment  is  determined  by  careful  palpation,  by  the  degree 
of  mobility  of  the  tumor,  and,  to  some  extent,  by  an  examina- 
tion of  the  pelvis  through  the  rectum. 

Caudal  formations  should  unhesitatingly  be  removed.  Sa- 
cral hygromas  are  also  treated  by  extirpation.    In  complete  para- 
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sites  extirpation  is  also  attended  with  success.  In  coccygeal 
tumors  there  are  weighty  reasons  against  surgical  interference; 
but  even  here,  with  proper  care,  very  good  results  are  obtained. 

Osteogenesis  Imperfecta  is  a  bone  disease  of  the  newly 
born.  It  is  of  very  rare  occurrence.  The  majority  of  those 
affected  died  during  or  immediately  after  birth.  It  is  not, 
as  previously  believed,  identical  with  rachitis,  but  is  something 
specific,  which  can  sharply  be  differentiated  macroscopically 
and  microscopically  from  other  bone  diseases.  The  bones  are 
so  soft  that  they  can  be  cut  and  bent,  splintered,  and  fractured 
in  several  places.  The  microscope  reveals  an  unusual  persist- 
ence of  the  interstitial  cartilaginous  substance  and  deficiency 
of  osseous  structures  and  lime  salts  in  the  primary  zone  of 
calcification. 

[Achondroplasia  (Chondrc dystrophia  Fetalis)  is  a  term 
used  to  designate  a  special  type  of  fetal  bone  disease  resulting 
in  arrested  growth  of  that  part  of  the  skeleton  which  is  ossified 
in  cartilage  in  early  fetal  life  (third  to  sixth  month).  Thus  we 
have  shortening  of  the  long  bones  of  the  arms  and  legs,  includ- 
ing the  metacarpals,  metatarsals,  and  phalanges.  The  fingers 
do  not  lie  parallel  as  in  a  normal  hand,  but  show  a  curious 
divergence,  two  fingers  sloping  to  the  ulnar  side  and  two  to  the 
radial  side  of  the  midline  of  the  hand.  The  bones  that  are 
formed  in  metnbrane  or  those  that  remain  cartilaginous  until 
after  the  sixth  month  of  fetal  life — the  stei'num,  patella,  costal 
cartilages,  tarsal  and  carpal  bones — show  no  abnormalities. 
The  trunk  is  normal  in  length.  The  pelvis  is  narrow.  The 
head  is  larger  than  normal,  being  prominent  in  front  and  at  the 
sides.  The  skin,  hair,  and  nails  are  normal  in  development. 
The  gait  is  usually  waddling.  Mental  development  is  normal. 
Achondroplasia  differs  from  cretinism  in  the  absence  of  the 
mental  defects  which  characterize  the  cretin  and  in  the  presence 
of  a  thyroid  gland. 

A  large  number  of  cases  of  achondroplasia  die  m  ulero  or 
shortly  after  birth,  but  those  that  survive  develop  well  except 
with  regard  to  their  height — rarely  exceeding  four  feet. — 
Sheffield.] 

Congenital  Unilateral  Hypertrophy  is  rare.  So  far  only 
twenty  cases  are  on  record.     The  malformation  is  usually  lo- 
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cated  upon  the  right  side.  To  a  great  extent  the  growth  of  the 
hypertrophied  side  progresses  proportionately  with  the  increase 
in  years.  The  etiology  is  unknown.  According  to  Frelat,  it  is 
due  to  partial  paralysis  of  the  vasomotors. 

Ichthyosis  [Fish-skin]. — An  hyperplasia  of  the  horny  layer 
of  the  epidermis  may  take  place  within  the  uterus;  so  that 
children  are  born  with  thick,  gray  or  grayish-white  scales,  which 
envelop  almost  the  whole  body,  like  a  shell.  Between  the  scales 
are  red  furrows  and  crevices.  As  a  rule,  the  children  die  within 
a  few  hours  or  at  most  a  few  days.  In  other  children  the  dis- 
ease develops  in  the  course  of  the  first  year  of  life,  but  not  in 
so  intense  a  degree.  The  tendency  to  this  pathological  hyper- 
trophy of  the  horny  layer  of  the  epidermis  is  surely  inherited. 
Often  several  members  of  the  same  family  are  affected  by  it. 
The  horny  hyperplasia  of  the  epidermis  appears  eitlier  circum- 
scribed or  diffuse;  so  that  larger  or  smaller,  thicker  or  thinner 
scales  and  plates  are  visil)le.  The  affected  children  may  be 
otherwise  quite  well,  although  at  times  they  seem  to  feel  quite 
miserable,  have  pain,  cry,  are  restless,  etc. 

Very  careful  attention  and  alimentation  (mothers'  milk) 
are  required  in  order  to  keep  them  alive.  Occasionally  iclith}"- 
osis  is  curable;  or  at  least  it  may  greatly  be  improved  by  baths 
containing  1  gram  [gr.  xv]  of  potassium  permanganate,  rul)bing 
with  soap  (salicylic  acid  soap),  and  subsequent  inunction  of  the 
skin  with  fat  (salicylic  acid  or  sulphur  salve).  Internally  arsenic 
and  thyroid  therapy  may  be  tried,  the  latter  especially  in  severe 
cases.  More  rarely  the  follicular  form  of  ichthyosis  is  observed 
which  manifests  itself  by  elevation  of  horny  follicles  of  the 
skin,  so  that  the  skin  resembles  fine  prickles.  The  treatment  is 
the  same  as  in  the  former  variety. 
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Growth  and  Development  of  the  Body^ 


Weight  of  a  Child. — The  child's  normal  weight  after  birth 
is  about  from  2500  to  5500  grams;  on  an  average,  3250  (boys, 
3200;  girls,  3000  grams).  During  the  first  two  to  four  days 
there  is  a  physiological  decrease  in  weight  of  from  150  to  250 
grams,  and  in  artificially  fed  from  200  to  250  grams.  The  orig- 
inal weight  should  be  reached  on  the  tenth  day  at  the  latest; 
in  premature  and  artificially  fed  infants  it  often  takes  from  two 
to  three  weeks.    The  regular  gain  in  weight  should  be : — 

]n  the  1st  month,  per  day,  about  25  grams;  per  week,  about  200  grams. 
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In  artificially  fed  infants  the  gain  is  often  somewhat  less 
and  more  irregular.  Otherwise,  in  the  absence  of  disease,  espe- 
cially gastro-intestinal  and  acute  febrile  diseases,  insufficient 
gain  in  weight  indicates  insufficient  or  incorrect  feeding,  faulty 
wet-nurse,  feeding  at  too  long  intervals,  or  excessive  dilution 
of  the  artificial  food.  There  is  a  loss  of  weight  during  dentition, 
but  sometimes  a  rapid  gain  soon  after  the  appearance  of  the 
teeth.  It  is  sufficient  to  weigh  the  child  once  a  week  (daily 
weighing  is  apt  to  lead  to  error),  best  after  the  morning  bath 
before  a  meal,  after  evacuation  of  bladder  and  bowels.  After 
five  to  six  months  the  original  weight  should  be  doubled;  at 
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the  end  of  a  year  trebled;  at  the  age  of  six  years  the  child's 
weight  should  be  double  that  at  the  end  of  the  first  year,  and  at 
the  age  of  twelve  years  double  that  at  six  years. 

Leng^th  of  the  Child. — The  newly  born  infant  measures  on 
an  average  50  centimeters  in  length.  It  increases  in  length  20 
to  25  centimeters  in  the  first  year  (at  first  4  centimeters  per 
month,  later  2  centimeters,  and  in  the  last  few  months  1  centi- 
meter), 10  centimeters  in  the  second,  7  centimeters  in  the  third 
year,  and  from  then  on  from  4  to  6  centimeters  every  year. 
Growth  is  delayed  in  the  presence  of  constitutional  diseases, 
especially  rachitis,  and  hastened  during  and  after  febrile  af- 
fections. 

Cranial  Circumference. — The  diameter  in  the  fronto-oc- 
eipital  periphery  is: — 

In  the  newly  born  child 33  to  36  cm. 

In  the  Va  year  old  cliihl 42  to  44  cm. 

In  the  1  year  old  ehihl 45  to  4G  cm. 

In  the  2  to  3  year  old  child 47  to  48  cm. 

In  the  5  to  12  year  old  child 50  to  55  cm. 

In  rachitis  and  h3^drocephalus  the  circumference  is  greater 
and  in  premature  synostosis  smaller. 

Fontanelles. — The  small  fontanelle  closes  soon  after  birth, 
the  large  one  gradually  diminishes  in  size  in  healthy  children 
after  the  first  few  months  of  life,  and  is  entirely  ossified  about 
the  end  of  the  twelfth  or  the  fifteenth  month  at  the  latest.  It 
closes  much  later  in  rachitis.  In  some  pathological  conditions 
the  presence  of  open  fontanelles  is  of  clinical  importance. 
They  are  tense  and  prominent  in  hydrocephalus  and  sunken  in 
collapse. 

Head  Murmur. — In  quiet  children  with  open  fontanelles — 
i.e.,  during  the  first  two  years  of  life — a  more  or  less  loud  mur- 
mur is  often  heard  on  auscultation  over  the  large  fontanelle, 
more  rarely  over  the  closed  one  or  over  other  places  of  the 
head,  isochronously  with  the  heart  systole.  It  is  to  be  dif- 
ferentiated from  other  sounds,  e.g.,  respiratory  sound,  by  feel- 
ing the  radial  pulse.  Hennig  declared  it  physiological  if  audible 
from  the  twenty-second  or  twenty-third  week  of  life  up  to  the 
end  of  ossification.    Henoch,  however,  found  it,  as  a  rule,  in 
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anemic  and  rachitic  children — in  the  latter,  perhaps,  because 
the  fontanelles  remain  open  for  a  longer  period — and  but  rarely 
in  healthy  ones.  He  was  unable  to  determine  the  cause  of  it 
with  any  degree  of  certainty,  and  considers  it  clinically  imma- 
terial. The  head  murmur  disappears  with  increased  intra- 
cranial pressure,  as  in  pronounced  hydrocephalus. 

Chest  Circumference  —  measured  across  the  nipples  and 
scapulae — is  in  the  newborn  from  32  to  34  centimeters. 

It  increases  in  the  1st  year  about  12  ctm. 

It  increases  in  the  2d  year  about  3  ctm. 

It  increases  in  the  3d  to  7th  year  about  1  ctm. 

It  increases  in  the  7th  to  12th  year  about  1  V2  ctm. 

At  the  end  of  the  second  or  the  beginning  of  the  third  year 
the  chest  circumference  should  exceed  that  of  the  head;  other- 
wise there  is  a  suspicion  of  chronic  lung  trouble  or  rachitis.  At 
the  end  of  the  fifteenth  year  the  chest  circumference  should  be 
half  of  the  body  length. 

Dentition.  —  In  healthy  children  the  milk  teeth  usually 
erupt  in  pairs  at  certain  periods,  in  the  following  order : — 

2  central  lower  incisors  between  the  5th  and  7th  months. 
2  central  upper  incisors  between  the  8th  and  10th  months. 
2  lateral  upper  incisors  between  the  8th  and  10th  months. 
2  lateral  lower  incisors  between  the  11th  and  12th  months. 
4  anterior  molars  between  the  14th  and  16th  months. 
4  canines  between  the  18th  and  20th  months. 
4  posterior  molars  between  the  22d  and  30th  months. 

Thus,  at  the  end  of  the  first  year  the  child  possesses  8 
incisors;  at  the  end  of  the  second  year,  16  teeth;  in  the  third 
year,  20  teeth.  Some  children  get  their  teeth  earlier  and  more 
quickly  one  after  another;  at  times  they  are  even  born  with 
them,  under  which  circumstances  they  usually  soon  fall  out; 
others,  again,  even  strong  and  healthy  children,  get  them  later 
than  normally  and  at  longer  intervals.  The  latter  anomalies, 
however,  are  usually  observed  only  in  rachitis  (q.v.),  in  which 
disease  the  order  of  eruption  of  the  teeth  is  often  irregular,  not 
in  pairs,  etc.  In  such  children  cutting  of  teeth  is  at  times  (in 
healthy  children  very  seldom!)  complicated  by  indisposition, 
such  as  restlessness,  peevishness,  insomnia,  slight  fever,  and 
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gastro-intestinal  affections  from  swallowing  of  sputum,  which  is 
greatly  augmented  through  reflex  influences.  During  this  time 
the  children  are  certainly  more  susceptible  to  diseases  than 
otherwise,  and  manifest  increased  irritability  and  sensitiveness 
(increased  flow  of  blood  to  the  cranium?).  They  may  become 
subject  to  a  reflex  cough,  skin  affections,  and  even  convulsions. 
Such  an  etiology,  however,  must  not  be  depended  upon.  It  is 
better  to  look  for  other  etiological  factors  than  deniitio  di/jicilis, 
and  to  combat  them.  If  dentition  is  the  cause  and  serious  in 
nature,  it  may  be  alleviated  by  potassium  bromid,  or,  according 
to  Naegeli-Akerblom,  by  tincture  of  gelsemium  (q.v.)  or  by  local 
application  of  cocain  (q.v.).  Scarification  of  the  gums,  to  has- 
ten the  eruption  of  teeth,  is  not  to  be  practiced,  as  it  is  entirely 
useless.  As  a  measure  of  prophylaxis  it  is  advisable,  especially 
in  children  who  are  rachitic,  nervous,  etc.,  to  avoid  changes  in 
the  diet  (weaning)  and  surgical  procedures  (vaccination)  before 
and  during  the  eruption  of  a  tooth.  Second  dentition  ("  change 
of  teeth")  takes  place  between  the  fifth  and  sixth  years  of  life. 
As  a  rule,  it  begins  with  the  molars  and  is  followed,  usually  in 
the  same  rotation  as  with  the  temporary  teeth,  by  loosening  of 
the  temporary  and  appearance  of  tlie  corresponding  permanent 
teeth.  In  the  twelfth  year  four  molars  appear,  and  finally  be- 
tween the  sixteenth  and  twenty-fourth  years  the  last  four  teeth. 
Dental  Caries  should  immediately  be  attended  to  even  dur- 
ing first  dentition.  The  physician  should  urge  the  parents  to 
have  the  mouth  of  the  child  regularly  examined  every  half-year 
from  the  third  year  on.  Rational  care  of  the  mouth  is  of  great 
prophylactic  value.  The  suckling  should  not  receive  a  nipple 
or  sucking  bag;  should  later  not  be  fed  on  sweets,  particularly 
chocolate  cakes,  etc.  If  such  are  allowed,  the  teeth  should  im- 
mediately carefully  be  cleansed  of  all  residue.  Up  to  the  third 
year  the  gums  and  also  the  teeth  of  the  child  should  carefully 
be  washed  two  or  three  times  a  day  with  a  clean  cloth  dipped  in 
cool  water  containing  salt  or  boric  acid.  From  the  third  year 
on.  a  toothbrush  may  advantageously  be  used  with  water  or  a 
mild  tooth  soap  or  paste  (Unna^s  potassium  chlorate  paste),  and 
the  child  should  be  taught  to  rinse  the  mouth  morning  and 
night,  preferably  with  plain,  cool  water.  If,  in  spite  of  all  pre- 
cautions, dental  caries  occurs  its  progress  must  be  arrested  even 
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in  first  dentition.  Opinions  are  divided  as  to  the  advisability 
of  filling  temporary  teeth.  Up  to  the  fifth  year  filling  of  teeth 
is  quite  a  difficult  matter,  so  that  dentists  are  apt  to  favor  ex- 
traction. The  question  depends  upon  the  length  of  time  the 
affected  tooth  is  to  remain  in  the  mouth,  as  it  would  be  inju- 
dicious to  cause  the  child  to  become  nervous  by  an  operation 
upon  a  tooth  that  is  soon  to  change.  Individualization  is  a 
in  after  to  be  left  to  the  dentist,  who  should  always  be  consulted, 
for  aside  from  other  reasons  the  soundness  of  the  milk  teeth  is 
of  great  value  to  the  permanent  set  of  teeth.  It  ma}^,  by  the 
way,  be  emphasized  that  the  first  permanent  tooth — the  large 
molar  which  appears  during  the  fifth  or  sixth  year,  often  also 
earlier — is  frequently  looked  upon  as  a  milk  tooth  and  more  or 
less  neglected.  This  is  to  be  deplored,  for  it  is  just  this  tooth 
that  has  a  great  tendency  to  decay. 

The  permanent  teeth  must,  of  course,  receive  still  more 
attention,  since,  aside  from  the  importance  of  a  good  full  set 
of  teeth  to  the  nutrition,  digestion,  etc.,  of  the  child  and  later 
also  of  the  adult,  dental  caries  is  apt  to  prove  very  dangerous 
to  life.  Not  only  is  there  danger  of  extension  of  the  process  to 
the  deeper  underlying  structures,  but  dental  caries  may  readily 
prove  the  carrier  of  infections  to  the  interior  of  the  body.  In- 
deed, many  pathogenic  micro-organisms  originally  located  in 
the  mouth,  e.g.,  diphtheria  and  tubercle  bacilli,  travel  to  the 
cervical  glands,  multiply  there,  and  gradually  infect  the  whole 
body.  Many  glandular  tumors  of  the  neck  are  produced  in  this 
manner,  and  other  infections  also  occur  through  the  same  chan- 
nel. The  prevention  or  removal  of  dental  caries  is  therefore 
imperative. 


VIL 
Diseases  of  the  Nose,  Throat,  and  Ear. 


Adenoid  Vegetations  are  tumor] ike  hypertrophies  of  the 
lyni2)hoid  tissues  ol*  the  iiaso-pluirynx  and  especially  of  the 
pharyngeal,  or  Luschka's,  tonsils.  They  occur  usually  at  the 
age  of  from  5  to  15  years  or  earlier,  and  are  observed  even  in 
the  newborn. 

Etiology. — There  is  sometimes  an  hereditary  disposition, 
or  the  development  of  the  growth  is  preceded  by  an  inflamma- 
tory disease  of  the  nose,  the  mucous  membrane  of  the  naso- 
pharynx and  pharynx,  or  by  acute  infectious  diseases.  Some- 
times the  patient  is  rachitic  or  scrofulous. 

Symptomatology. — The  patient  breathes  through  the  open 
mouth,  owing  to  nasal  obstruction.  The  tonicity  of  the  masti- 
cating muscles  is  gradually  changed,  owing  to  continued  stretch- 
ing by  the  permanently  sunken  lower  jaw.  There  are  fullness 
of  the  naso-labial  folds  and  a  dull,  fixed,  irresolute  expression 
of  the  face.  Owing  to  a  deficient  function  of  the  sense  of  smell, 
inactivity  of  the  alar  cartilages,  with  consecutive  atrophy  of  the 
respective  muscles,  occurs  later  on.  With  gradual  atrophy  of 
the  levatores  alas  nasi  et  labii  superiores,  the  depressors  ala?  nasi, 
and  the  septum  mobile,  the  nose  becomes  pointed  and  thin.  The 
external  angle  of  the  eye  is  deeper  than  the  internal.  The  up- 
per lip  is  thick.  There  is  eczema  at  the  anterior  nares.  The 
patient  is  unable  to  blow  his  nose,  and  the  latter  is  therefore 
filled  with  mucus.  The  submaxillary  glands  are  swollen.  The 
patient  snores  during  sleep,  and  his  sleep  is  usually  very  rest- 
less. The  lower  jaw  falls  down  and  backward  and  with  it  the 
hyoid  bone  and  the  tongue,  which  latter  drops  on  the  epiglottis 
and  produces  stenosis.  Breathing  is  thus  rendered  more  labo- 
rious, until  the  child,  half-asleep,  lifts  the  tongue  upward  and 
breathes  easier  again.  When  sleep  becomes  sounder  the  previ- 
ously mentioned  condition  returns.    In  the  morning  the  patient 
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is  tired  and  drowsy,  absent-minded,  and  weak  mentally.  In  ad- 
dition to  this,  there  is  impairment  of  hearing, — sometimes  the 
chief  complaint  on  the  part  of  the  parents, — due  to  occlusion  of 
the  ostium  pharyngeuni  by  the  vegetations  and  to  spreading  of 
the  naso-pharjngeal  catarrh.  Otitis  media,  catarrh  of  the  Eu- 
stachian tube,  etc.,  are  present  in  about  three-fourths  of  the 
cases  of  adenoids.  Chronic  unilateral  otitis  and  frequent  head- 
ache are  especially  suggestive  of  adenoids.  No  wonder,  then, 
that  such  children  get  along  so  badly  in  school ! 

Further  symptoms :  Dead,  toneless  speech  (m  and  n  sound 
like  l  and  d)j  also  stuttering,  abolition  of  the  sense  of  smell 
and  taste,  more  rarely  hemorrhage  (from  the  vegetations),  re- 
flex paralysis  of  the  vocal  cords,  asthma,  etc.  Finally,  in  ad- 
vanced eases  changes  in  the  throat  occur,  owing  to  the  difficulty 
of  breathing.  There  is  a  widening  above,  due  to  the  powerful 
action  of  the  auxiliary  respiratory  muscles,  and  narrowing 
below,  owing  to  the  increase  of  the  negative  pressure  in  the 
thorax  ["pigeon-breast"].  With  these  symptoms  in  view,  the 
diagnosis  is  often  made  by  mere  superficial  examination  and  by 
the  history  alone,  without  local  inspection.  On  inspection  the 
anterior  arch  of  the  upper  jaw  is  found  more  pointed  than  in 
the  normal  state,  thus  leaving  insufficient  space  for  the  teeth, 
and  causing  their  displacement.  The  palate  is  narrow,  vaulted, 
high,  arched  and  pointed,  sometimes  asymmetrical  and  angular. 
The  tonsils  are  greatly  hypertrophied  (in  one-fifth  of  the  cases) 
and  sometimes  also  inflamed.  The  velum  projects  farther  from 
the  posterior  pharyngeal  wall,  and  cannot  be  raised  as  high  as 
usual.  Upon  the  posterior  wall  of  the  throat  there  are  often 
large  granules,  and  at  times  the  lower  portions  of  the  vegeta- 
tions are  visible,  especially  when  the  velum  is  raised.  Anterior 
rhinoscopy  reveals  behind  the  nose  a  pale-red,  smooth  protuber- 
ance which  permits  distinct  recognition  of  the  light-reflex.  The 
nasal  fossa  is  generally  very  wide,  owing  to  atrophy;  sometimes, 
however,  it  is  narrow,  due  to  swelling. 

The  reflected  light  of  the  mirror  "  dances  "  during  phona- 
tion,  because  this  action  raises  the  velum,  and  the  nasal  surface 
which  presses  against  the  vegetations  lifts  the  latter  upward, 
showing  that  the  tumor  is  not  in  the  nose.  Otherwise  it  would 
be  uninfluenced  by  the  motility  of  the  velum.    Posterior  rhinos- 
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copy,  which  is  difficult,  shows  that  (after  removal  of  the  mucus) 
the  septum  and  choanae  are  not  (or  only  little)  visible  through 
the  pale-reddish,  semicircular,  fissured  tumor — cracks  and  cone- 
and  crest-  shaped  projections.  The  velum  projects  far  out  from 
the  posterior  pharyngeal  wall,  and  is  therefore  incapable  of  ap- 
proaching it.  Palpation  is  very  valuable  as  a  supplementary 
diagnostic  procedure.  The  soft  masses  are  usually  felt  blocking 
the  rhino-pharynx.  At  times,  if  the  adenoids  are  very  small,  they 
are  on  examination  scarcely  visible,  and  nasal  breathing,  speech, 
etc.,  are  normal;  nevertheless,  the  condition  is  to  be  suspected 
from  the  intractable  manifestations:  inflammations  of  the  ear, 
repeated  recurrence  of  rhinitis,  pharyngitis,  bronchitis,  swelling 
of  the  bronchial  lymphatic  glands;  scrofulous  symptoms,  nerv- 
ous cough,  pseudocrouplike  attacks,  headache,  enuresis  noc- 
turna,  and  epilepsy.  Finally,  in  view  of  the  fact  that  adenoids 
quite  often  lead  to  deaf -mutism;  that  it  may  form  a  nidus  for 
tubercle  bacilli,  and  give  rise  to  some  pathological  changes, 
energetic  treatment  must  be  inaugurated  as  soon  as  possible. 

Treatment. — Medicines  may  be  tried  at  the  inception  of 
the  disease;  local  applications  of  Lugol's  solution  and  the  inter- 
nal administration  of  iodid  of  iron  (q.v.)  and  other  alteratives; 
mineral  baths.  The  progress  of  the  disease  is  sometimes  tem- 
porarily arrested  by  these  means,  but  actual  cure  is  rare.  A 
cure  is  attained  only  by  operation,  performed  as  early  as  pos- 
sible, at  all  events  before  second  dentition.  The  operation  is 
painful  and  disagreeable,  and  the  nervous  shock  may  remain  a 
source  of  trouble  for  a  long  time  after.  To  obviate  this,  and 
particularly  to  remove  all  vegetations  and  prevent  recurreiu-es, 
the  operation  is  preferably  done  under  anesthesia  (ethyl  bromid 
or  half  chloroform).  [Ether  is  by  far  safer.  Deep  anesthesia  is 
usually  unnecessary. — Sheffield.]  Gottstein's  curette,  which 
has  been  recently  advantageously  modified  by  Kirstein  [and 
Beckman]  or  Hartman's  curette  is  usually  employed ;  more 
rarely  sharp  spoon  or  cold  snare.  Bleeding  is  generally  not  se- 
vere. Aery  rai'ely  profuse  secondary  hemorrhage  follows  sev- 
eral hours  after  operation,  sometimes  even  after  four  to  five 
da3^s  [rarely,  unless  caused  by  retained  shreds].  It  is  then 
manifested  by  sudden  vomiting  of  blood,  fainting,  etc.  The 
hemorrhage  is  controlled  [by  injecting  through  the  nares  about 
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V2  ounce  of  peroxid  of  hydrogen  or  a  solution  of  suprarenal 
gland  extract — Sheffield]  by  snugly  adjusted  cotton-tampons, 
with  two  strong  silk  threads,  which  are  carried  from  the  mouth 
around  the  velum  to  the  naso-pharynx  and  packed  tightly 
against  the  posterior  pharyngeal  wall  and  fornix.  The  threads 
are  fastened  outside  of  the  mouth  to  the  ear.  The  tampons 
should  be  removed  after  twenty-four  hours. 

After-treatment. — Cold,  fluid,  chemically  nonirritating  food. 
For  a  few  days  the  patient  is  to  be  kept  in  the  room.  Delicate 
children  are  to  be  given  iodid  of  iron,  codliver-oil,  cold  baths,  etc. 

The  results  are  very  quickly  noticeable.  All  symptoms, 
even  the  disturbances  of  hearing,  disappear  gradually,  and  usu- 
ally without  special  medication.  To  regulate  nasal  breathing, 
prolonged  gymnastic  exercises,  with  closed  mouth,  are  often 
required.  Also  speech  at  times  remains  somewhat  impaired 
from  paresis  of  the  velum  resulting  from  its  inactivity  or  from 
accustomed  disuse  of  the  muscles  of  speech.  This  must  be 
remedied  by  electricity  and  instruction  in  speaking.  Eecur- 
rences  are  rare,  but  sometimes  several  operations  are  necessary 
at  short  intervals.  However,  recurrences  take  place  even  after 
years.  For  the  prevention  of  recurrences  Hagedorn  recom- 
mends insufflation  of  xeroform  in  each  nostril,  morning  and 
night  for  several  months. 

Rhinitis.  —  Acute  coryza  is  very  frequently  observed  in 
children,  who  manifest  a  great  disposition  to  catarrh  of  the  air- 
passages.  Aside  from  ''  catching  cold,^^  infectious  diseases, 
such  as  influenza,  pertussis,  and  particidarly  morbilli,  may  act 
etiologically.  While  coryza  is  almost  never  a  serious  affection  in 
older  children,  it  is  quite  serious  in  infants,  even  dangerous  to 
life  in  prematurely  born,  owing  to  narrowness  of  the  interior 
of  the  nose  and  the  choanse,  and  the  tendency  of  the  affection 
to  extend  rapidly  downward  (bronchitis,  pneumonia).  Ehinitis 
may  interfere  with  suckling,  cause  dyspnea  and  even  severe 
acute  attacks  of  asphyxia,  and  also  sudden  conditions  of  as- 
phyxia during  suckling,  disturbances  of  sleep,  etc.  It  not  rarely 
produces  severe  impairment  of  the  general  health,  high  tem- 
perature, and  inflammation  of  the  ear. 

Every  case  of  rhinitis  in  infants,  therefore,  requires  atten- 
tion.   Eest  in  the  room,  warmth,  calomel  (0.01  to  0.015  gram 
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[gi*-  Ve  to  V4]  every  two  hours);  locally  frequent  tickling  of 
the  nose  with  a  small  brush  dipped  in  oil,  vaselin,  etc.,  to  cause 
sneezing  and  supply  air.  In  hypersecretion  instillation  (by 
means  of  a  spoon)  of  lukewarm  salt  water  solution  may  be  re- 
sorted to,  and  if  there  is  marked  swelling,  the  mucous  membrane 
of  the  nose  may  be  painted  three  to  four  times  a  day  with  a  2-per- 
cent, cocain  solution.  It  is  better  to  instill  into  each  nostril 
by  means  of  a  dropper  from  1  to  3  drops  of  this  solution.  In 
stubborn  cases  the  application  of  silver  nitrate,  1  to  50,  once  a 
day,  is  useful.  Careful  feeding,  if  need  be  by  means  of  a  spoon; 
the  same  should  be  done  even  with  the  mother's  milk.  Plenty 
of  fresh  air. 

So-called  pseudoniembrnnons  rhinitis  is  more  intense.  It 
frequently  occurs  in  scarlatina  and  diphtheria,  but  also  idio- 
pathically.  By  some  clinicians  it  is  considered  diphtheritic  in 
nature.  It  is  characterized  by  swelling  of  the  mucous  mem- 
brane, which  is  covered  by  gray,  easily  detached  idaques  (often 
invisible,  when  situated  in  the  posterior  portions),  muco-puru- 
lent  secretion,  and  redness  and  excoriation  of  the  nostrils.  In 
some  cases  the  neighboring  parts  are  edematous,  and  there  is 
often  obstruction  of  the  naso-lacrymal  duct,  injection  of  the 
conjunctiva,  and  swelling  of  the  glands. 

Chronic  i-hinitis  is  frequently  due  to  hereditary  syphilis,  in 
which  it  is  one  of  the  earliest  and  most  constant  symptoms, 
often  preceding  all  other  manifestations.  In  obstinate  rhinitis 
of  nurslings  the  suspicion  of  syphilis  is  therefore  always  justi- 
fiable. SyphiJitic  rhinitis  is  sometimes  manifested  only  by 
snuffling  respiration;  later  by  sero-mucoid  and  at  times  bloody 
secretion  and  obstruction  of  the  nostrils  by  gray  or  greenish- 
black  scabs.  Chronic  rhinitis  is  sometimes  due  to  scrofula, 
but  it  may  also  result  from  acute  coryza,  administration  of 
iodids,  and  hyperplasia  of  adenoid  tissue.  Unilateral  rhinitis 
may  be  due  to  foreign  bodies  (prolonged  retention  causes  a 
purulent,  ill-smelling  discharge),  polyps,  abnormal  bone-proc- 
esses, crista  septi,  and  deviation  of  the  nasal  septum. 

Treatment. — Antisyphilitic  or  antiscrofulous  remedies  or 
removal  of  other  etiological  factors.  Eegular  cleansing  of  the 
nose  with  salt  or  boric  acid  solution.  Painting  with  silver  ni- 
trate (1  to  50),  tannin  or  alum  (1  per  cent.);   also  powder  in- 
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sufflations,  e.g.^  thioform,  or  ointments  (5-per-cent.  nosophen 
ointment  in  scrofulous  rhinitis). 

Epistaxis  is  not  rare  in  children.  It  may  occur  in  the  first 
year  of  life,  and  even  antepartum.  Melena  neonatorum  is 
sometimes  based  upon  latent  epistaxis.  It  is  therefore  im- 
portant to  examine  the  nose  and  arrest  bleeding,  if  present.  In 
older  children  epistaxis  may  develop  from  local  causes,  such  as 
traumatism  (blows  and  falls),  erosions  (especially  of  the  septum, 
e.g.,  in  chronic  rhinitis),  and  also  from  habitual  boring  into 
the  nose,  from  foreign  bodies,  and  neoplasms.  Epistaxis  also 
arises  from  general  causes.  Thus,  at  the  onset  and  during  the 
course  of  infectious  diseases,  such  as  morbilli,  pertussis,  ty- 
phoid, sepsis,  etc.;  in  passive  congestion,  heart  disease,  emphy- 
sema, general  plethora,  struma  and  adenoid  vegetations;  and  in 
diseases  of  the  blood,  such  as  hemophilia,  scorbutus,  Barlow^s 
disease,  leukemia,  and  anemia.  In  school  children  epistaxis  is 
sometimes  due  to  overexertion  and  stooping  posture  (tight 
neckwear),  especially  in  overheated  classrooms,  and  in  older 
girls  it  is  sometimes  a  result  of  vicarious  menstruation  (occa- 
sionally also  in  young  ones — menstruatio  prcecox). 

Teeatment  duking  the  Attack. — Sitting  posture,  head 
erect,  and  hands  folded  over  the  head;  cold  application  to  the 
nose  and  neck,  pieces  of  ice  in  the  nose  or  instillation  or 
injection  of  cold  water  into  the  nose  (with  some  vine- 
gar or  alum,  Y^  to  1  teaspoonful  to  V2  liter  of  water;  also 
tannin  or  liquor  ferri  sesquichloridi) .  If  unsuccessful,  tampon- 
ing of  the  anterior  part  of  the  nose  with  strips  of  iodoform 
gauze,  dipped  in  alum  [antipyrin,  peroxid  of  hydrogen,  or 
suprarenal  extract  in  solution — Sheffield],  or  pledgets  of 
cotton  dipped  in  the  solutions  just  mentioned.  Internally,  if 
something  must  be  given:  mistura  acidi  Halleri  (5  to  10  drops 
in  water  t.  i.  d.)  [or  stypticin].  Eemoval  of  local  causes  [by 
application  of  1  to  2  per  cent,  of  nitrate  of  silver]  or  other  in- 
jurious influences  (school  exertion)  and  attention  to  the  general 
etiological  factors.  School  children  suffering  from  frequent 
epistaxis  should  be  sent  to  some  health  resort  during  vacation. 

Nasal  Tumors  are  rare  in  children.  Those  most  frequently 
met  are  mucous  polypi,  which  are  usually  soft  and  jellylike,  or 
fibrosarcomas,  which,  as  a  rule,  are  hard  and  pedunculated. 
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K'asal  tumors  may  give  rise  to  hemorrhages,  rhinitis,  discharges 
(bloody  purulent,  if  ulcerating),  obstruction  to  breathing  if  the 
tumors  are  large  in  size,  mouth-breathing,  snoring,  speaking 
through  the  nose,  obstruction  of  the  lacrymal  duct  (lacrymation) 
or  of  the  Eustachian  tube  (disturbances  of  hearing);  also 
chronic  irritable  cough,  migraine,  and  asthmatic  conditions. 

They  should  be  removed  with  the  cold  snare,  galvanocau- 
tery,  or  by  torsion  with  a  slender  forceps.  To  arrest  bleeding 
tampons  (strips  of  iodoform  gauze  with  powdered  alum)  should 
be  resorted  to  for  twenty-four  hours.  Tamponage  is  also  useful 
in  the  after-treatment,  and  should  be  alternated  with  instilla- 
tions of  2-per-cent.  boric  acid  solution.  Eecurrences  are  fre- 
quent. For  the  radical  removal  of  large  nasal  tumors  more 
extensive  special  operations  (splitting  of  the  nose,  etc.)  are 
sometimes  necessary. 

Pharyngitis  Chronica  develops  after  repeated  attacks  of 
acute  angina  (q.v.)  or  is  scrofulous  in  nature.  Development  is 
slow;  the  familiar  symptoms  gradually  become  more  intense; 
the  tonsils  gradually  enlarge  until  permanent  hypertrophy  is 
established.  The  latter  symptom  is  manifested  by  loud  snoring 
during  sleep,  noisy  respiration  during  the  day,  nasal  speech,  and 
difficulty  of  hearing,  owing  to  obstruction  of  the  orifices  of 
the  Eustachian  tubes.  Often  it  is  also  associated  with  mouth- 
breathing,  stupid  expression  of  the  face,  headache,  dizziness, 
fainting  spells,  pavor  nocturnus,  enuresis,  cough,  and  prolonged 
hacking.  In  severe  cases  the  patient  remains  mentally  back- 
ward and  also  presents  a  deformed  thorax  ("  chicken-breast "). 
In  advanced  stages  there  is  nothing  to  be  done  therapeutically 
but  entire  or  partial  removal  of  the  hypertrophied  tonsils  (ton- 
sillotomy). Incipient  pharyngitis  may  often  be  cured  by  paint- 
ing the  throat  with  tincture  of  iodin  (q.v.)  or  tannic  acid  (q.v.), 
[See  also  "Angina."] 

Retropharyngeal  Abscess  is  a  rare  affection,  particularly  of 
children  under  1  year  of  age.  It  runs  a  rather  latent  course 
and  consists  of  an  abscess  between  the  cervical  vertebral  column 
and  the  pharynx.  It  is  imbedded  in  the  latter  and  gives  rise  to 
disturbances  of  deglutition  and  respiration.  The  pain  in  SAval- 
lowing  is  at  first  not  noticeable,  or  the  patient  merely  distorts 
his  face  as  a  result  of  pain,    Snoring  respiration^  especiallj'  dur* 
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ing  sleep  (mistaken  for  catarrh),  is  the  first  symptom  of  retro- 
pharyngeal abscess.  On  inspection  a  reddened  swelling  of  the 
pharyngeal  mncons  membrane  is  seen  which  is  often  covered  by 
nuicns.  With  gradual  increase  in  volume  there  is  a  gradual 
increase  in  the  respiratory  disturbance.  The  patient  sleeps  with 
his  mouth  open,  wakes  frequently,  and  anxiously  gasps  for 
air.  The  noisy,  snoring  respiration  which  may  be  mistaken 
for- croup  becomes  gradually  more  labored  and  is  accompanied 
by  attacks  of  suffocation;  the  patient  refuses  food  or  makes  a 
painful  face  while  drinking,  or  regurgitates  the  food  consumed; 
his  voice  sounds  dull,  he  often  holds  the  neck  stiff  and  bent 
backward.  Diffuse  unilateral  or  bilateral  swelling  is  sometimes 
felt  in  the  upper  region  of  the  neck,  and  sometimes  there  is 
swelling  of  several  superficial  glands.  Occasionally  there  is 
turgescence  of  the  external  jugular  veins. 

The  DIAGNOSIS  is  made  certain  only  by  a  digital  local  ex- 
amination, which  must  be  made  with  caution,  as  it  may  cause 
asphyxia,  convulsions,  etc.  This  reveals  a  round  or  oval  fluctuat- 
ing swelling  the  size  of  a  pigeon  egg  or  walnut  situated  in  the 
median  line,  more  rarely  laterally  either  immediately  behind  or 
deeper  below  the  velum.  Other  fluctuating  tumors  are  rare  in 
this  locality  in  children.  One  case  of  lipoma  and  one  of  abscess 
between  the  tongue  and  epiglottis  are  on  record. 

As  soon  as  the  diagnosis  is  made  the  abscess  should  be  in- 
cised with  a  straight  or,  if  deeply  located,  curved  bistoury  (tena- 
tome)  [guarded  by  adhesive  plaster].  In  very  deeply  situated 
abscesses  a  guarded  pharyngotome  may  be  used.  [It  is  best 
gently  to  perforate  the  abscess  by  means  of  a  pointed  artery 
clamp  and  to  widen  the  perforation  by  opening  the  clamp. — 
Sheffield.]  After  the  incision  the  patient's  head  should  be 
immediately  flexed  downward,  and  the  nose  and  throat  cleared 
of  blood  and  mucus  by  an  injection  of  boric  acid  solution.  The 
operation  is  often  quite  difficult  in  children  whose  oral  and 
pharyngeal  cavities  are  small.  It  may  also  be  followed  by  at- 
tacks of  suffocation.  It  is  nevertheless  manageable  in  almost 
all  cases.  The  dyspnea  disappears  immediately  after  the  op- 
eration, and  the  patient  is  well  and  lively.  Sometimes  two  or 
three  incisions  are  required  if  the  first  one  was  too  small. 
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The  PROGNOSIS  in  idiopathic  retropharyngeal  abscess  is 
good;  septic  symptoms  never  follow  the  operation;  in  delicate, 
weak  children,  however,  the  prognosis  is  doubtful.  The  abscess 
should  be  opened  as  early  as  possible,  as  otherwise  it  may  lead 
to  suffocation  by  occlusion  of  the  air-passage  or  after  si)onta- 
neous  rupture  (especially  during  sleep),  inspiration  of  the  pus 
(suffocation  or  i;)neumonia),  involvement  of  large  blood-vessels, 
and,  furthermore,  spreading  of  the  pus  to  the  mediastinum  or 
externally  between  the  muscles  of  the  neck.  Kupture  into  the 
pharynx  is  very  rare. 

Ketropharyngeal  abscess  is  usually  idiopathic  in  nature  or 
originates  from  the  glands  which  lie  in  front  of  the  vertebral 
column,  especially  in  affections  of  the  nose,  throat,  and  ear, 
but  particularly  in  scrofula.  More  rarely  it  is  due  to  a  meta- 
static abscess  or  to  spondylitis  of  the  cervical  vertebrae  (here  the 
abscess  usually  pursues  a  slower,  afebrile  course),  or  a  septic 
abscess,  e.g.,  in  scarlatina,  morbilli,  diplitheria,  and  er^'sipelas 
(associated  with  a  very  acute  h3'perpyretic  course);  finally,  to 
phlegmons  following  trauma  of  the  posterior  pharyngeal  wall 
by  foreign  bodies,  e.g.,  glass  splinters,  etc. 

Elongated  Uvula  is  very  frequently  met  in  children  as  a 
residue  of  inflammations  of  the  pharynx.  The  elongation  some- 
times gives  rise  to  slight  disturbances  or  none  at  all;  but  if  it  is 
pronounced  it  ma}^  interfere  with  speaking  or  sleeping,  produce 
troublesome  tickling  and  coughing,  and  in  very  young  infants 
even  attacks  of  laryngismus.  It  is  remedied  by  applications  of 
alum  [or  tannin],  20  per  cent.,  or  by  shortening  the  uvula  with 
the  knife  [or  scissors]. 

Angina  [Tonsillitis]. — Children,  like  adults,  are  subject  to 
several  varieties  of  angina:  Angina  catarrliaUs,  tonsillaris^  phleg- 
monosa  [quinsy'],  pareiichymatosa,  etc.  The  symptoms  of  angina 
in  children  are  similar  to  those  in  the  adult  except  that  in  small 
children  the  local  manifestations,  such  as  pain  in  swallowing, 
are  not  so  marked,  while,  on  the  other  hand,  the  onset  of  the 
disease  is  usually  more  violent.  Immediate  inspection  of  the 
throat  of  children  suffering  from  fever  is  therefore  imper- 
ative. Angina  is  manifested  at  first  by  despondency,  lassi- 
tude, vomiting,  and  a  rapid  rise  of  temperature,  which  may 
reach  10i°  F.     Convulsions  frequently  occur,  and  the  pulse- 
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rate  may  reach  120  to  l^tO^  and  thus  suspicion  of  a  more  serious 
sickness  may  arise.  In  catarrhal  angina  these  symptoms  usually 
disappear  the  next  day  and  the  disease  runs  a  milder  course — 
is  often  afebrile  or  associated  with  evening  exacerbations,  and 
subsides  in  from  three  to  five  days.  In  angina  phlegmonosa  and 
parenchymatosa  the  course  is  more  protracted  and  severe.  The 
pus  must  escape  spontaneously  or  by  surgical  interference  be- 
fore these  conditions  are  relieved.  Angina  foUicularis  often 
resembles  diphtheria,  particularly  if  the  crypts  become  con- 
fluent and  form  gray  or  yellowish  streaks.  The  distinguishing 
feature  of  this  deposit,  however,  is  its  yellowish  color,  which  is 
not  found  in  the  diphtheritic  deposit,  and  the  fact  that  it  can 
easily  be  removed.  The  similarity  between  diphtheria  and 
angina  follicularis  is  particularly  noticeable  when  gray  pseudo- 
membranous spots  are  found  on  the  tonsils  and  palatine  arches. 
The  bacteriological  examination,  which  reveals  streptococci  or 
staphylococci  or  sometimes  also  pneumococci  in  angina,  renders 
the  diagnosis  certain.  When  it  is  impossible  to  make  such  an 
examination,  decision  must  be  reserved  until  from  twenty-four 
to  thirty-six  hours  have  elapsed,  when  an  angina  is  usually 
found  improved,  while  diphtheria  assumes  a  worse  turn.  An- 
gina is  especially  suspicious  if  it  simultaneously  affects  several 
children,  involves  the  nose,  and  the  urine  contains  albumin. 
Certain  children  are  afflicted  by  angina  once  or  several  times 
a  year  (sometimes  hereditary  disposition),  and  gradually  ac- 
quire chronic  angina  or  pharyngitis. 

Treatment. — In  the  beginning  purgation  with  calomel,  a 
few  days^  rest  in  bed,  and  bland  diet.  Cold  or  Priessnitz's  com- 
presses externally,  and  in  severe  cases  external  applications  of  ice, 
swallowing  of  ice,  a  few  large  doses  of  quinin  and  potassium  chlo- 
rate (the  latter,  also,  as  a  gargle).  In  angina  phlegmonosa  and 
parenchymatosa  early  incision  is  indicated  [abscess  formation 
may  be  hastened  by  hot  poultices] .  In  children  with  a  predis- 
position to  angina  daily  painting  of  the  throat  with  silver  ni- 
trate (1  to  20).  [As  a  routine  prophylactic  measure:  Cleansing 
of  the  nose  and  throat  twice  daily  with  mild  antiseptic  or 
warm  salt  solutions.  Many  cases  of  angina  are  rheumatic  in 
nature,  and  sodium  salicylate,  salol,  or  aspirin  is  very  useful  for 
the  prevention^  as  well  as  for  the  cure,  of  the  disease,— Shef- 
field.] 
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Laryngitis  [Spasmodic  Laryngitis,  Croup]. — Acute  laryn- 
gitis usually  develops  from  "'  colds."'  EITeiiiinale,  scrofulous,  and 
anemic  children  and  those  whose  nasal  breathing  is  interfered 
with  hy  hypertrophy  of  the  tonsils,  adenoid  vegetations,  etc., 
are  especially  predisposed  to  it.  It  is  also  due  to  diseases  of  the 
nose  or  larynx  (rhinitis,  pharyngitis)  and  to  infectious  diseases, 
such  as  measles,  typhoid,  etc.  It  seldom  begins  in  severe  form, 
but  generally  first  as  a  simple  catarrh  with  the  following  symp- 
toms: Alterations  of  the  general  condition  (anorexia,  languor, 
etc.);  generally  moderate  fever;  often  sore  throat;  also  pain 
to  the  touch  externally  over  the  larynx;  change  of  voice — 
muffled;  hoarseness;  in  very  severe  cases  complete  aphonia; 
and  a  harsh,  dry  or  barking  cough.  In  some  children  the  cough 
has  a  metallic  sound,  not  necessarily  indicating  a  serious  laryn- 
geal affection.  The  harsh,  hoarse,  short,  "croupy'^  cough  is 
more  suspicious,  particularly  if  the  voice  is  altered  and  inspira- 
tion, especially  during  weeping  or  screaming,  is  accompanied  by 
loud  stridor.  Respiration  in  general  may  be  quiet.  Such  a 
sudden  onset  of  threatening  laryngitis  sometimes  sets  in,  e.g., 
in  the  first  few  days  after  an  attack  of  pseudocroup,  but  it  usu- 
ally yields  rapidly  to  an  emetic.  Generally  under  suitable  treat- 
ment— rest  indoors,  a  few  days'  rest  in  bed,  induction  of  dia- 
phoresis by  hot  drinks  (tea,  Emser  water  with  milk),  Priessnitz's 
compresses  around  the  neck,  also  inhalation  of  [compound  tinc- 
ture of  benzoin  in  boiling  water]  common  or  Emser  salt  in 
water,  and  internal  administration  of  a  solution  of  ammonium 
chlorid  or  infusion  of  ipecac,  —  the  cough  loosens,  the  voice 
clears  up  within  from  one  to  two  weeks,  and  complete  recovery 
soon  takes  place.  [In  protracted  cases  moderate  doses  of  creo- 
sote carbonate.]  Sometimes,  especially  in  neglected  cases  and 
after  measles,  laryngitis  may  become  chronic  and  the  hoarse- 
ness, particularly,  continue  for  a  long  time.  In  this  event  it 
must  be  determined  by  the  lar3'ngoscope  whether  tumors,  paral- 
ysis of  the  vocal  cords,  syphilitic  affections,  etc.,  exist. 

Chronic  laryngitis  may  occasionally  develop  primarily,  es- 
pecially in  scrofulous  children,  and  is  usually  associated  with 
disease  of  the  lar3iix,  nose,  trachea,  and  bronchi.  In  order  to 
cure  chronic  laryngitis  it  is  naturally  important  first  of  all  to 
remove  existing  constitutional  anomalies  and  affections  of  the 
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throat;,  nose,  etc.  Frequent  inhalations  as  before  mentioned 
should  be  ordered,  and  a  nitrate  of  silver  solution  (1  per  cent.) 
applied  locally.  Very  obstinate  cases  improve  by  water  treat- 
ment at  a  spring,  such -as  Ems,  Salzbrunn,  etc.,  or  by  a  climatic 
change  (mountains,  sea,  the  South).  Sometimes  there  is  great 
danger  of  the  laryngitis  suddenly  becoming  more  intense  and 
giving  rise  to  threatening  symptoms.  Such  an  occurrence  must 
always  be  anticipated.  The  catarrhal  swelling  may  increase, 
sero -purulent  infiltration,  edema  glottidis,  appear  and  lead  to 
a  fibrinous  exudation.  In  all  three  eventualities  an  acute 
laryngostenosis  may  supervene  and  render  the  symptoms  al- 
ready enumerated  still  more  intense.  Furthermore,  dyspnea 
may  soon  develop  and,  with  hardly  accelerated  respiration,  be 
accompanied  by  unusually  prolonged  inspirations  and  expira- 
tions and  a  sawing  noise,  audible  from  a  distance.  This  noise 
is  not  always  the  same  in  intensity;  it  may  disappear  now  and 
then,  particularly  after  vomiting,  and  is  loudest  during  sleep. 
Notwithstanding  all  these  symptoms  there  is  sometimes  com- 
plete euphoria.  If  energetic  treatment  is  not  instituted  early — • 
unfortunately  sometimes  in  spite  of  it — an  increase  in  the 
stenotic  symptoms  soon  develops;  the  pale  children  gradually 
become  cyanotic,  grasp  at  their  throats,  and  look  anxiously  for 
help;  the  voice  grows  gradually  hoarser,  the  cough  less  loud, 
and  finally  hardly  audible.  Such  an  acute  lar3mgostenosis  may 
be  due  to  other  underlying  causes  and  principally  diphtheria. 
The  throat  should  therefore  be  carefully  inspected.  Laryngo- 
scopic  examinations  cannot  often  be  made  in  children.  Even 
if  the  throat  is  apparently  clear  diphtheria  may,  nevertheless, 
play  a  part,  inasmuch  as  the  deposit  may  already  have  been 
cast  off  and  thus  made  invisible  to  the  examiner.  Kevertheless 
the  examination  is  to  a  degree  helpful  in  excluding  diphtheria 
and  placing  the  responsibility  upon  the  three  causes  already 
mentioned. 

If  severe  catarrhal  swelling  is  present  the  stenosis  will 
usually  yield  to  energetic  antiphlogosis.  From  two  to  six  (ac- 
cording to  age)  leeches  are  immediately  applied,  closely  to- 
gether, best  over  the  manubrium  sterni,  so  as  to  leave  the  laryn- 
geal region  free  for  other  measures,  and  to  possess  a  firm  basis 
for  compression  to  arrest  bleeding  (after-bleeding  should  not  be 
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allowed!),  should  any  occur.  This  is  followed  by  an  emetic,  in- 
unction of  mercury  ointment  (1  gram  [gr.  xv]  two  or  three 
times  daily  on  the  sides  of  the  neck),  and  finally  by  an  applica- 
tion of  vesicants  over  the  larynx;  the  wounded  surface  thus 
made  should  be  covered  with  mercury  ointment.  Under  this 
treatment  the  threatening  symptoms  usually  rapidly  subside, 
provided  edema  glottidis  (q.v.)  or  fibrinous  exudation  does  not 
set  in,  i.e.,  if  croup  or  pseudomembranous,  fibrinous  laryngitis 
does  not  develop,  which,  unfortunately,  is  often  the  case. 

It  must  be  emphasized  that,  while  in  most  cases  true  croup 
is  diphtheritic  in  nature,  a  primary  inflammatory  laryngeal  and 
tracheal  croup  undoubtedly  also  exists,  and  every  simple  acute 
laryngitis  may  end  in  this  wa\'.  This  is  especially  the  case  in 
measles.  Croup  may  also  begin  with  bronchial  catarrh  and  be- 
come suddenly  complicated  by  fibrinous  tracheo-laryngitis — 
"  ascending  croup.''  This  is  particularly  the  case  in  very  young 
children  who  are  attacked  by  pertussis  with  diffuse  bronchitis 
and  fall  victims  to  croup.  In  such  cases,  owing  to  the  extension 
of  the  bronchial  affection,  the  symptoms  of  lar3mgeal  stenosis 
reach  a  very  high  degree  of  severit}",  become  more  intense  from 
hour  to  hour,  do  not  yield  even  to  tracheotomy,  and  finally  end 
in  death  within  one  to  four  days.  Occasional  remissions  are  of 
no  prognostic  moment,  inasmuch  as  the  extreme  respiratory 
difficulty  soon  returns.  If,  as  it  often  occurs,  small  or  large, 
white  reticulated  shreds  (which  float  in  water)  and  often  also 
complete  cylinders  with  dichotomic  ramification  or  multiple 
dendritic  branchings  are  coughed  up,  it  proves  that  not  only  the 
trachea,  but  also  the  bronchi,  are  affected.  This  '^bronchial 
croup''  renders  the  prognosis  more  unfavorable.  Improvement 
from  expectoration  of  membranes  nmst  not  be  relied  on,  for  the 
latter  very  quick  re-form. 

Altogether  the  rROGxosis  is  very  dubious.  Notwithstand- 
ing energetic  treatment,  the  pulse  ver}^  often  becomes  gradually 
weaker,  more  interrupted,  the  cyanosis  more  intense,  the  res- 
pirations more  superficial,  and  the  sound  of  stenosis  weaker. 
The  patients  fall  into  a  sopor  and  die  from  collapse,  which  is 
frequently  preceded  by  twitchings  and  convulsions.  The  tem- 
perature is  not  characteristic  in  croup;  usually  it  is  not  very 
high  except  in  the  evening,  but  sometimes  it  rises  very  high  also 
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during  the  day.  The  prognosis,  however,  is  not  always  so  bad. 
The  children  sometimes  survive  the  attack  even  without  trache- 
otomy [or  intubation],  provided  depletion,  emesis,  etc.,  are  ener- 
getically carried  out;  the  children  are  not  allowed  constantly  to 
lie  on  their  backs,  but  are  carried  on  the  arm  in  a  half  sitting 
posture ;  and  are  well  nourished  with  soup,  milk,  and  wine.  As  a 
rule,  tracheotomy  [or  intubation]  is  necessary  to  save  the  child. 
The  disease  may  end,  however,  fatally  even  under  the  best  method 
of  treatment.  Not  infrequently  fatal  brain  symptoms  occur  as 
a  result  of  consecutive  passive  venous  congestion  in  the  brain 
or  transudation  into  the  ventricles,  etc.  If  tracheotomy  [or 
intubation]  is  to  be  performed,  it  should  not  be  too  long  delayed. 
It  should  be  done  with  the  first  appearance  of  threatening 
symptoms  of  stenosis,  preferably  with  the  advent  of  continuous 
forcible  inspiratory  retraction  of  the  lower  portions  of  the 
thorax.  The  results  of  tracheotomy  [or  intubation]  are  far 
better  in  primary  croup  than  in  diphtheria. 

Pseudocroup  ([Spasmodic  Croup]  Laryngitis  Stridula)  de- 
velops either  very  suddenly  or  is  preceded  for  a  few  days  by  a 
mild  catarrhal  condition  (snuffling,  sneezing).  It  usually  affects 
young  children,  and,  as  a  rule,  occurs  in  the  middle  of  the  night. 
Having  gone  to  bed  apparently  well  and  slept  until  about  mid- 
night, the  patient  wakes  with  a  hollow,  croupy  cough,  inter- 
rupted by  deep,  inspiratory  stridor;  he  gasps  anxiously  for  air, 
and  grasps  often  at  his  throat;  the  face  is  bathed  in  perspira- 
tion, the  voice  hoarse,  and  the  whole  clinical  picture  appears 
very  alarming.  There  are  only  slight  redness  and  swelling  of 
the  throat  and  inflammatory  edema  of  the  subchordal  tissue  in 
the  larynx.  Such  an  attack  seems  to  develop  from  a  catarrh  which 
descended  from  the  nose  into  the  larynx.  The  secretion  desic- 
cates during  the  night,  and  gives  rise  to  swelling  of  the  stenosed 
larynx  and  consequent  attacks  of  dyspnea,  which  sometimes 
pass  in  a  few  minutes  and  sometimes  persist  hours.  The  attack 
is  usually  followed  by  quiet  sleep,  though  occasionally  one  or 
more  similar  attacks  occur  during  the  same  night.  Such  attacks 
may  also  temporarily  be  produced  by  pressure  upon  the  larynx. 
Except  a  slight,  harsh,  barking  cough,  which  is  soon  followed  by 
a  loose  cough,  the  child  is  apparently  well  during  the  day.  Oc- 
casionally the  attacks  return  one,  two,  and  three  nights  after- 
ward, and  disappear  within  from  one  to  two  weeks. 
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The  PROGNOSIS  is  general]}^  good,  except  in  rachitic  chil- 
dren with  changes  in  the  thorax,  etc.  Some  children,  especially 
with  an  hereditary  laryngeal  stenosis  and  a  family  disposition 
to  croup,  are  frequently  attacked  by  pseudocroup,  and,  as  a 
rule,  do  not  outgrow  it  until  they  are  about  six  or  seven  years 
old.  On  the  other  hand,  false  croup  is  not  infrequently  the 
beginning  of  pertussis  or  measles;  or  more  rarely  of  true  croup 
which  may  follow  within  from  twenty-four  to  forty-eight  hours. 
Somctiines,  again,  the  attack  is  so  severe  that  intubation  or 
tracheotomy  must  be  resorted  to.  The  attack  is  especially  apt 
to  occur  after  morbilli  and  influenza.  In  the  majority  of  cases, 
however,  an  expectant  plan  of  treatment  usually  suffices.  Copi- 
ous drinks  of  warm  milk,  sugar-water,  etc.,  hydropathic  or  dry 
compresses  or  a  slice  of  pork  around  the  neck,  hot  mustard 
baths;  inhalation,  in  closed  tent,  of  salt  water,  compound  tinc- 
ture of  benzoin,  and  rarely  emetics  are  indicated.  [It  is  always 
a  good  plan  to  begin  the  treatment  with  emesis. — Sheffield.] 
During  the  day  vapor-inhalations  should  be  continued,  and  in- 
ternally also  infusion  [preferably  wine  of  ipecac]  administered. 
Eest  in  bed,  and  careful  observation  until  the  catarrh  subsides. 
Except  avoidance  of  exposure  to  cold,  attention  to  every  nasal 
catarrh,  etc.,  there  is  no  remedy  which  will  prevent  a  recurrence 
of  the  attacks. 

[PiioriiYLAXis. — Plenty  of  fresh  air  during  the  day;  light 
supper.  Eemoval  of  local  causes,  such  as  adenoids,  enlarged 
tonsils,  follicular  pharyngitis,  etc. — Sheffield.] 

Laryngeal  Tumors. — Aside  from  granulomata,  which  at 
times  develop  at  the  site  of  the  wound  after  tracheotomy,  and 
the  fibromas  and  malignant  tumors  (endothelia,  enchondro- 
mata),  which  are  rarely  met  in  children,  various  kinds  of  papil- 
lomata  quite  frequently  occur  in  one  and  the  same  individual. 
They  are  sometimes  congenital.  Obstinate,  severe  cough, 
hoarseness,  difficulty  of  breathing  and  even  suffocation  form 
the  symptomatology  of  laryngeal  tumors,  and  usually  demand 
operative  interference.  According  to  the  recent  statistics  of 
A.  Eosenberg,  231  cases  of  laryngeal  tumors  in  children  have 
so  far  been  reported  and  variously  treated.  The  results  with 
tracheotomy  were  37  per  cent,  recoveries  and  38.5  per  cent,  re- 
currences.   Among  34  cases  treated  with  simple  tracheotomy,  4 
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recovered  spontaneously,  12  were  permanently  cured  by  endo- 
laryngeal  treatment  preceded  by  tracheotomy,  1  was  temporarily 
relieved,  and  3  had  recurrences.  With  exclusive  endolaryngeal 
treatment  there  were  50  per  cent,  recoveries  in  children  up  to 
4  years  of  age;  70  per  cent,  from  4  to  8  years,  and  over  50  per 
cent,  beyond  8  years  of  age.  Evidently  endolaryngeal  treatment 
is  deserving  of  a  trial  and  should  be  continued  as  long  as  the 
dyspnea  is  not  severe  and  can  be  reheved  by  intubation;  other- 
wise tracheotomy  is  to  be  performed  and  further  endolaryngeal 
treatment  resumed.  Thyrotomy  should  be  resorted  to  only  in 
very  severe  cases  requiring  immediate  attention. 

Edema  Glottidis  (Laryngitis  Phlegmonosa)  is  a  sero-pura- 
lent,  mucous  or  rather  submucous  infiltration  of  the  vocal  cords 
and  the  surrounding  tissues  which  not  infrequently  compli- 
cates laryngeal  croup,  simple  acute  laryngitis,  or  ulcers  of  the 
larynx.  Sometimes  it  also  accompanies  intense  pharyngitis,  a 
burn  of  the  esophagus,  tonsillar  or  retropharyngeal  abscesses, 
phlegmon  of  the  throat,  erysipelatoid  processes,  etc.;  and 
finally,  also,  acute  nephritis.  The  symptoms  are  the  same  as  in 
acute  laryngeal  stenosis  (see  "Laryngitis'^),  but  so  severe  that 
suffocation  is  threatened  at  any  moment,  and  apt  to  occur.  The 
latter  can  best  be  obviated  by  tracheotomy  [or  intubation]. 
Antiphlogistic  treatment  (see  ''^Laryngitis'')  is  very  rarely  ef- 
fective. 

Laryngeal  Syphilis  is  not  rarely  met  in  hereditary  syphilis. 
The  most  prominent  symptom  is  permanent  hoarseness,  which, 
especially  in  conjunction  with  other  signs  of  syphilis,  must  al- 
ways arouse  suspicion.  As  a  rule,  it  is  a  question  of  simple 
catarrhal  inflammation.  Other  severe  affections,  such  as  hy- 
pertrophies of  the  mucous  membrane,  perichondritis,  mucous 
patches,  gummata  in  the  form  of  vegetations  (usually  of  papil- 
lomatous nature),  ulcerations,  etc.,  also  occur,  and  may  prove 
fatal  by  complicating  edema  glottidis.  Such  dangers  are  usu- 
ally preventable  by  early  specific  treatment  or  by  tracheotomy 
as  a  last  resort. 

Laryngeal  Paralyses  occur  chiefly  as  sequelae  of  infectious 
diseases,  such  as  pertussis,  typhoid  fever,  pneumonia,  and  par- 
ticularly diphtheria.  They  are  also  not  rarely  observed  in  hys- 
teria and  in  cases  due  to  compression,  as  in  scrofulous  lymph- 
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glands,  struma,  pleuritic  and  pericarditic  exudates,  infiltration 
of  the  pulmonary  apices,  etc. 

Foreign  Bodies  in  the  Ear  are  very  often  found  in  children, 
as  the  latter  are  in  the  habit  of  putting  in  the  ear  everything 
they  can  get  hold  of.  The  history,  hov.'ever,  must  not  too  much 
he  relied  on.  An  examination  of  the  external  auditory  canal 
should  he  made  to  determine  whether  the  foreign  body  (or 
several  of  them)  is  still  there.  If  found  there,  the  foreign  body 
is  best  removed  by  syringing  the  canal  with  warm  (l)oiled) 
water,  a  3-per-cent.  boric  acid  solution  [preceded  by  instillation 
of  alcohol],  or  with  glycerin,  if  the  foreign  bodies  [bean]  have 
a  tendency  to  swell.  In  the  majority  of  cases  this  method 
proves  successful.  Otherwise  it  is  best  to  let  instruments  alone 
for  the  time  being  and  to  await  developments,  unless  inflamma- 
tion and  suppuration  have  already  set  in  from  unskillful  at- 
tempts at  removal.  The  foreign  body  in  itself  is  almost  never 
harmful,  even  if  left  in  the  auditory  canal  for  3'ears.  It  is  often 
expelled  spontaneously,  or  it  is  later  removable  by  syringing. 
If  this  is  impossible,  and  there  is  an  indication  for  rapid  re- 
moval, a  cautious  attempt  at  instrumental  removal  of  the  foreign 
body  is  justifiable.  This  is  best  accomplished  by  means  of  a 
hair-pin  or  DavieFs  spoon,  introduced  behind  the  foreign  body. 
If  this  fails  it  is  better  to  send  the  case  to  an  ear  specialist  or 
surgeon,  who  will  remove  the  foreign  body  by  an  operation 
(loosening  of  the  concha,  etc.). 

Otitis. — Otitis,  especially  .iuiddle  ear  disease,  is  an  unusually 
common  affection  of  childhood.  It  is  frequently  observed  in 
sucklings.  In  atrophic  children  dying  early,  postmortem  exam- 
ination reveals  otitis  in  from  70  to  80  per  cent,  of  the  cases.  An 
affection  of  the  inner  ear  is  also  a  particularly  frequent  compli- 
cation in  previously  healthy  children  who  contract  marasmus 
from  one  cause  or  another.  Its  connection  with  severe  disturb- 
ances of  the  general  health,  and  particularly  of  the  intestinal 
tract,  is  at  present  the  subject  of  much  discussion.  Heermann 
sets  forth  the  following  views: — 

1.  Middle  ear  inflammation  in  early  childhood  develops  as 
an  otitis  concomitans  in  connection  with  severe  wasting  diseases. 

2.  It  is  a  complication  of  the  underlying  disease,  does  not 
produce  any  independent   symptoms,   and,  as  far  as   can  be 
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proven,  exerts  no  influence  upon  the  course  of  the  diseased 
process. 

3.  The  disease-producing  bacteria  are  found  also  in  the 
normal  Eustachian  tube  and  tympanic  cavity.  In  the  debili- 
tated organism  they  find  a  favorable  soil  for  their  growth. 

4.  In  some  cases  otitis  concomitans  seems  to  assume  the 
role  of  a  severe  complication.  Its  differential  diagnosis  from 
genuine  otitis  media,  which  differs  from  it  etiologically,  can  be 
made  with  difficulty  or  not  at  all. 

5.  Otitis  concomitans  'per  se  requires  no  therapeutic  meas- 
ures. If,  however,  it  produces  acute  symptoms,  the  treatment 
conforms  with  that  of  genuine  otitis. 

6.  Syringing  of  the  auditory  canal  is  to  be  deprecated  in 
this  form  as  in  genuine  otitis.  It  is  equally  important  to  limit, 
as  much  as  possible,  the  use  of  the  syringe  for  the  purpose  of 
facilitating  diagnosis.  In  cases  in  which  suppuration  persists, 
cautious  dry  cleansing  of  the  auditory  canal  must  be  resorted 
to,  and  practiced  by  the  physician  himself. 

As  regards  the  effect  of  otitis  of  sucklings  upon  the  digest- 
ive apparatus,  Hartmann  recently  arrived  at  the  following  con- 
clusions : — 

(a)  Acute  febrile  otitis  causes  loss  of  weight  or  cessation 
of  growth. 

(b)  Otitis  accompanied  by  severe  septic  general  symptoms 
may  cause  diarrhea. 

(c)  Acute  febrile  otitis  occurring  in  the  course  of  intestinal 
diseases  may  aggravate  the  general  symptoms,  and,  by  dimin- 
ishing the  power  of  resistance,  aggravate  the  intestinal  trouble, 
cause  a  recurrence,  and  retard  a  cure. 

(d)  The  question  whether  or  not  latent  otitis,  which  is 
demonstrable  only  by  otoscopic  procedures,  explains  chronic 
atrophy  must  be  determined  by  further  investigations. 

Ear  disease,  whether  otitis  media  catarrhalis  or  purulenta, 
may  here  manifest  no  symptoms  and  be  overlooked  until  post- 
mortem; or  it  presents  symptoms  identical  with  those  observed 
in  older  children,  i.e.,  more  or  less  high  temperature,  depression 
of  general  health,  and,  in  severe  cases,  septic  and  pyemic  symp- 
toms and  spontaneous  pain  in  the  ear,  which  increases  on  pres- 
sure.    The  little  patients  are  very  restless,  cry  violently  and 
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spasmodically,  grasp  possibly  the  head  or  ear  with  the  hands,  or 
glide  their  arms  over  these  parts.  There  is  sometimes  infiltra- 
tion in  front  or  back  of  the  concha  auris,  and  very  often,  par- 
ticularly in  young  children,  meningeal  symptoms,  such  as 
twitching  and  even  convulsions.  Opisthotonos,  strabismus, 
nysiagmus,  facial  paresis,  etc.,  also  occur,  which,  even  in  the 
worst  form,  are  not  indications  of  extension  of  the  inflammatory 
process  to  the  meninges,  but,  on  the  contrary,  not  rarely  exist 
in  the  absence  of  any  demonstrable  anatomical  cause.  They 
usually  disappear  rapidly  after  spontaneous  discharge  of  the 
pus  or  after  paracentesis,  and  are  simply  nervous  in  character, 
caused  by  central  toxic  irritation  or  hyperemia.  Indeed,  such 
symptoms  may  sometimes  occur  in  nurslings  as  a  result  of  severe 
obstruction  to  nasal  respiration.  As  long  as  the  fontanelle  is 
not  tense  or  arched,  it  is  not  necessarily  a  question  of  menin- 
gitis; and,  even  if  such  is  the  case,  the  meningitis  is  simply 
serous  in  nature  and  curable. 

Acute  otitis  media  is  very  frequently  a  result  of  diseases  of 
the  naso-pharynx,  caused  by  obstruction  of  the  Eustachian  tubes 
or  invasion  of  bacteria  through  this  channel  into  the  ear  and 
direct  spreading  of  the  inflammatory  processes.  In  this  manner 
rhinitis,  rhino-pharyngitis,  hypertrophy  of  the  turbinated  bones 
and  tonsils,  adenoid  vegetations,  etc.,  frequently  lead  to  otitis. 
It  occurs  particularly  often  in  rachitis,  scrofulous  and  tubercu- 
lous children,  in  whom  it  is  prone  to  become  chronic.  Further- 
more it  very  often  is  found  in  acute  infectious  diseases,  such  as 
scarlatina,  morbilli,  diphtheria,  influenza,  pertussis,  and  pneu- 
monia. It  is  very  important  regularly  to  examine  the  patients' 
ears  in  the  course  of  these  diseases,  and  to  pay  particular  at- 
tention to  the  ears,  notably  if  special  symptoms,  such  as  con- 
gestion of  the  tympanum,  inexplicable  fever,  earache,  etc., 
occur,  in  view  of  the  fact  that  incipient  processes,  even  existing 
serous  exudations,  may  frequently  be  removed  by  early  revulsive 
and  antiphlogistic  methods  of  treatment  (ice  to  the  ear,  one  to 
three  leeches  in  front  of  it,  and  calomel  internally). 

In  case  the  exudation  and  the  other  symptoms  do  not  dis- 
appear after  from  two  to  three  days,  it  is  better  to  resort  to 
paracentesis,  as  by  this  means  the  frequently  persisting  defects 
in  iko  drmn-membr^ne  are  obviated.    The  secretion  often  be- 
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comes  purulent  notwithstanding  treatment,  the  fever  and  ear- 
ache become  more  pronounced,  the  general  condition  grows 
worse,  hearing  is  suspended,  and  the  strikingly  reddened  and 
swollen  membrane  gradually  arches  forward  and  appears  gray 
or  yellow  in  color.  In  such  cases  paracentesis  should  immedi- 
ately be  performed,  for  by  it  not  only  are  the  symptoms  relieved, 
but  the  danger  of  the  pus  finding  its  way  inward  instead  of  out- 
ward is  obviated;  and,  finally,  it  enables  the  physician  to  select 
for  the  pus  a  favorable  outlet,  which,  if  spontaneous  perforation 
takes  place,  is  sometimes  very  large  and  draining  badly.  After 
an  artificial  opening  has  been  made,  all  that  is  necessary  is  to 
remove  the  pus  from  the  external  auditory  canal  and  protect 
the  parts  against  external  injurious  influences  (bacteria).  This 
is  best  accomplished  by  the  dry  method.  The  physician,  under 
guidance  of  the  mirror,  thoroughly  dries  the  parts  once  or  twice 
a  day,  and  directs  placing  in  the  ear  a  piece  of  clean  cotton  three 
to  four  times  a  day.  Besides,  as  should  be  the  case  at  the  onset 
of  otitis,  the  patient  is  kept  in  bed  until  a  few  days  after  subsi- 
dence of  the  fever.  If  there  is  obstruction  to  the  secretion  or 
suppuration  is  very  profuse,  the  ear  should  be  syringed  once  or 
twice  daily  with  3-per-cent.  boric  acid  solution,  and  then  thor- 
oughly dried. 

Under  this  method  of  treatment  the  secretion  usually  be- 
gins to  diminish  after  from  six  to  eight  days,  and  ceases  six  or 
eight  days  later.  The  perforation  then  begins  gradually  to 
close  and  cicatrize  without  leaving  any  disturbances  of  hearing. 
If  the  sense  of  hearing  returns  too  slowly,  as  is  often  the  case; 
if  the  pus  has  escaped  spontaneously  or  the  perforation  has 
become  extensive  and  the  suppuration  continues,  Politzer's  air- 
inflation  method  should  be  resorted  to  every  two  or  three  days. 
Slow  recovery  is  not  necessarily  due  to  irrational  treatment. 
Unfortunately  this  sometimes  occurs  even  under  the  most  care- 
ful method  of  treatment,  whether  the  process  is  grave  from  the 
beginning,  as  is  often  the  case  in  scarlatina  or  influenza,  or  a 
dyscrasia  is  responsible  for  its  chronicity.  In  this  event  a  more 
energetic  plan  of  treatment  must  be  instituted  and  an  attempt 
made  to  arrest  the  secretion  by  astringents.  A  solution  of  silver 
nitrate  or  lead  acetate  (10  to  20  per  cent.)  should  be  instilled 
into  the  ear  by  means  of  a  dropper  and  allowed  to  remain  for 
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from  five  to  ten  iiiiiuiles.  In  large  perforations  methodical  in- 
sufflation of  boric  acid  sometimes  acts  spleiididh\  When  the 
secretion  has  diminished,  the  perforation  iisuall}^  soon  heals,  or 
at  least  it  becomes  very  much  smaller. 

Sometimes  everytliing  fails.  In  this  instance  otitis  may 
cause  more  or  less  in)])airment  of  hearing  or  even  deafness,  and 
in  small  children  deai'-mutism.  Since  the  introduction  of 
Okujiev's  method  of  cauterization  of  the  tymi)anum  by  trichlo- 
racetic acid,  however,  the  pro.unosis  in  such  obstinate  cases  has 
improved;  very  chronic  sui)j)urations  arc  often  arrested  and 
old  i)erf()rations  heal  under  this  method  of  treatment.  In  acute 
as  well  as  in  chronic  cases,  however,  it  is  well  to  remendjer  that 
as  long  as  pus  re-fonns  it  must  be  given  free  exit.  Any  reten- 
tion of  secretion  is  a  source  of  danger,  inasmuch  as  the  secretion 
may  seek  another  way  of  escape  and  the  inflammation  readily 
spread  inward.  This  may  take  place  in  chronic  otitis,  e.fj.,  in 
scrofulous  and  tuberculous  otitis,  even  under  the  best  plan  of 
treatment.  The  mastoid  cells,  the  entire  petrous  portion  of  the 
temporal  bone,  the  auditory  ossicles,  etc.,  sometimes  become  the 
seat  of  carious  processes,  which  may  cause  sinus  thrombosis, 
meningitis  with  abscess  formation.  If  sensitiveness  over  the 
mastoid  process  is  detected  during  the  course  of  otitis,  it  is  to 
be  carefully  watched  and  immediately  treated  with  antiphlogosis 
(icebag,  also  leeches);  and  if  the  sensitiveness  persists  and  the 
affected  part  becomes  doughv  and  edematous,  and,  notwith- 
standing perforation  of  the  tympanum,  the  fever  persists,  op- 
erative interference  must  be  hnmediately  resorted  to.  Accord- 
ing to  Wilde,  the  latter  first  consists  in  incision,  and,  if  this  fails, 
opening  of  the  mastoid  process  with  the  chisel,  whereby  further 
danger  is  often  obviated. 

There  is  a  ^\ln/'  middle  ear  inflammation  which  usually 
affects  children  who  suffer  from  rhinitis,  pharyngitis,  adenoids, 
etc.,  and  which  is  manifested  by  moderately  severe  symptoms, 
such  as  dullness  of  hearing,  "  tearing"  of  the  ear,  and  locally  by 
retraction  of  the  drum-membrane  and  adhesions.  The  treat- 
ment which  is  usually  successful  in  this  condition  consists,  in 
addition  to  removal  of  the  primary  disease,  of  air  inflations 
(Politzer), 
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Of  less  frequent  occurrence  than  otitis  media  is  otitis  ex- 
terna, which  in  mild  cases  is  manifested  by  simple  erythema 
(redness,  desquamation),  which  subsides  spontaneously,  and  in 
severer  cases  by  catarrhal  symptoms,  such  as  increased  secre- 
tion; swelling,  with  consequent  dullness  of  hearing;  also  pain; 
or  even  by  phlegmonous  inflammation  (marked  swelling,  severe 
pain,  formation  of  abscesses  and  furuncles).  Otitis  externa  may 
result  from  extension  of  skin  eruptions  {e.g.,  eczema)  into  the 
ear,  from  mechanical  irritation  by  foreign  bodies,  or  their  irra- 
tional removal,  living  insects,  scratching  with  dirty  fingers,  en- 
trance of  bath-water  or  milk,  from  colds,  and  from  infectious 
diseases,  such  as  scarlatina,  measles,  influenza,  typhoid,  etc.  It 
may  be  gonorrheal  or  syphilitic  in  nature.  It  occurs  in  scrofula, 
tuberculosis,  and  rachitis,  in  which  it  is  prone  to  become  chronic 
and  cause  papillary  polypoid  deposits,  chronic  myringitis,  etc. 

In  the  treatment  of  the  diverse  forms  of  otitis  externa 
alleviation  of  the  pain  is  of  primary  importance.  This  may  be 
accomplished  by  Priessnitz's  compresses  of  corrosive  sublimate 
(cotton  saturated  with  a  0.2-per-cent.  corrosive  sublimate  solu- 
tion is  introduced  in  the  ear  and  covered  with  rubber  tissue  and 
bandage),  glycerin,  or  cocain  solutions.  In  catarrhal  otitis  at- 
tention must  be  paid  to  removal  of  secretion  by  syringing  the 
ear  several  times  daily  with  3-per-cent.  boric  acid  or  2-per-cent. 
aluminum  acetico-tartrate  solutions.  After  each  cleansing  a 
tampon  of  gauze  should  be  introduced  into  the  auditory  canal. 
In  chronic  cases  a  solution  of  silver  nitrate  (0.1  to  0.2  per  cent.), 
lead  acetate  (1  per  cent.),  or  zinc  sulphate  (1  per  cent.)  should 
be  used.  In  phlegmonous  otitis  a  Priessnitz  corrosive  sublimate 
compress  should  be  applied,  or  the  abscess  or  furuncle  should  be 
incised  and  drained  with  gauze.  To  prevent  recurrences  after  a 
cure  has  been  effected  small  pieces  of  cotton  covered  with  boric 
acid  or  zinc  salve  should  be  introduced  into  the  auditory  canal 
for  some  time  afterward. 

Stammering  and  Stuttering. — Both  of  these  disturbances  of 
speech,  which  are  so  often  met  in  children,  are  frequently  con- 
founded. They  are,  however,  entirely  distinct  conditions. 
While  they  are  sometimes  associated,  they  occur  also  independ- 
ently and  manifest  different  features.  In  stammering  the  pa- 
tient is  finable  to  ritter  single  sounds;  he  distorts  and  replace^ 
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them  by  others  or  omits  them  entirely.  In  stuttering,  on  the 
other  hand,  single  sounds  are  correctly  articulated,  but  the 
patient  is  unable  to  utter  sentences  or  words  in  uninterrupted 
succession;  so  tliat  he  falters  in  the  beginning  of  a  word  or 
syllable,  inasmuch  as  speaking  is  interrupted  by  tonic  or  clonic 
contractions  of  the  muscles  of  respiration,  speech,  or  articula- 
tion. At  present  stuttering  is  considered  by  most  authorities  a 
spastic  co-ordination  neurosis  caused  or  fostered  by  an  hereditary 
predisposition,  general  physical  and  mental  debility,  organic 
changes,  such  as  naso-pharyngeal  affections  [chiefly  adenoid 
vegetations,  according  to  B.  Fraenkel,  Th.  S.  Flatau,  R.  Kafe- 
mann,  and  M.  Schereschewsky,  among  others],  nervousness, 
imitation,  etc.  Some  specialists  {e.g.,  Denhardt)  lay  the  great- 
est stress  upon  the  psychical  condition,  and  believe  that  fear, 
delusions,  etc.,  are  the  primary  causes,  while  the  spasmodic  dis- 
turbances develop  secondarily.  Liebman  is  inclined  to  attribute 
stuttering  to  the  comparative  prolongation  of  consonants  in 
speaking.  He  bases  his  view  upon  the  fact  that  whenever  vowels 
are  prolonged,  as  in  whispering,  singing,  etc.,  the  anomaly  of 
speech  disappears. 

The  methods  of  treatment  in  vogue  by  different  "  teachers 
of  speaking,"  which  sooner  or  later  lead  to  good  results  if  the 
speech  defect  is  not  due  to  brain  trouble  and  if  treatment  is 
instituted  early,  correspond  with  the  various  views  relative  to  the 
etiology  of  the  anomaly.  Treatment  of  this  condition  is  very 
necessary,  since  persistence  of  the  anomaly  is  often  prone  to 
lead  to  defective  intelligence,  mental  shortcomings,  and  often  to 
psychical  alterations  (anger  over  being  teased  or  left  behind  in 
school,  grief  over  the  future,  etc. ) .  In  the  past  the  treatment  of 
these  speech  defects  was  solely  in  the  hands  of  laymen.  At  pres- 
ent, however,  several  physicians  are  engaged  in  the  care  of  such 
cases,  and  by  methodical  breathing  and  speaking  exercises  en- 
deavor and  often  succeed  gradually  to  restore  the  normal  power 
of  speech  in  a  number  of  instances. 

The  patient  who  stammers  is,  as  previously  mentioned,  un- 
able to  utter  several  sounds  at  once,  and,  therefore,  replaces  them 
by  others.  For  example,  instead  of  "cap"  he  says  "tap";  in- 
stead of  "soldier,"  "foldier";  instead  of  "soup,"  "toup"; 
instead  of  "lesson,"  "letton,"  etc.     Or  he  omits  some  sounds, 
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e.g.,  instead  of  "stool,"  "tool";  instead  of  "flower,"  "fower." 
Such  a  mode  of  speaking  is,  of  course,  physiological  in  small 
children  ("biiby  language"),  but  pathological  if  it  persists  be- 
yond the  fourth  year.  The  causes  of  the  anomaly  are  partly  the 
same  as  those  mentioned  for  stuttering,  partly  of  a  local  nature, 
and  partly  due  to  anomalies  of  the  mechanism  of  speech.  Chil- 
dren often  miss  only  a  few  sounds  and  sometimes  most  of  them. 
Some  children  replace  all  of  them  by  t — Hottentotism;  others, 
again,  form  a  language  of  their  own  from  "their"  sounds. 
Others,  again,  omit  most  of  the  words  wdiich  form  the  sentences 
and  make  themselves  understood  by  means  of  a  few  short  sylla- 
bles— agramniatism.  They  say,  for  instance,  instead  of,  "I 
want  a  stool,"  "a  tool." 

Sometimes  the  children  are  able  to  utter  all  sounds  except  s, 
and  those  cognate  to  it  (ss,  sh  [ce],  foreletters  /  and  ch).  The 
latter  form  is  designated  as  sigmatism,  and  comprises  three  varie- 
ties; sigmatism  simplex  (simple  lisping),  in  which  the  tongue,  in 
pronouncing  the  sound  s,  instead  of  remaining  behind  the  lower 
row  of  teeth  appears  with  the  tip  between  the  teeth.  This  is 
rather  an  esthetic  defect,  so  that  speech  is  intelligible.  It  is  dif- 
ferent in  parasigmatism  (sideways  lisping),  in  which  condition 
the  s  sounds  are  not  differentiated,  and  a  single  disagreeable 
hissing  is  all  that  can  be  perceived.  This  is  due  to  the  escape 
of  air  from  the  mouth,  over  the  right  and  left  premolars  instead 
of  over  the  lower  central  incisors.  The  disturbance  is  said  to  be 
favored  by  a  certain  position  and  defects  of  the  teeth  and  anoma- 
lies of  the  jaw.  More  rare  than  those  named  is  the  variety 
known  as  sigmatism  nasalis  (speaking  through  the  nose),  in 
which  the  pronunciation  of  s  and  other  hissing  sounds  is  mani- 
fested by  the  escape  of  air  through  the  nose  instead  of  the  mouth. 
Defective  separation  of  the  naso-pharynx  from  the  oral  cavity, 
as  produced,  for  example,  by  shortness  or  rigidity  of  the  velum 
palati,  is  the  underlying  cause  of  this  defect  in  speech. 

There  remain  to  be  mentioned  two  more  anomalies  of 
speech:  Rhi?ioIcdia  dausa  and  aperta.  Under  normal  conditions 
the  oral  cavity  is  separated  from  the  nose  by  elevation  of  the 
velum  palati  in  pronunciation  of  all  sounds  except  the  three 
nasal  sounds — g,  n,  and  ng.  If  this  is  impossible  owing  to 
anatomical  defects,  diphtheritic  paralysis,  etc.,  all  sounds  are 
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wanting  except  these  three  nasal  sounds  (rhinolalia  apertaj. 
On  the  other  hand,  if  the  air  cannot  escape  through  the  nose, 
owing  to  hypertrophies  in  the  nose,  the  nasal  sounds  cannot  he 
uttered;  m  sounds  like  h;  n  like  d;  ng  like  g  (rhinolalia  clausa). 
Deaf-mutism  is  just  as  frequently  acquired  as  inherited. 
Direct  inheritance  is  very  rare,  particularly  if  only  one  of  the 
parents  is  a  deaf-mute;  it  is  more  frequent  if  both  parties  are 
affected.  Consanguineous  marriages  and  dyscrasia  i)otatoruin 
in  the  parents  are  etiological  moments  in  congenital  dcaf- 
mutism;  in  very  many  cases,  however,  it  is  impossible  to  detect 
the  cause.  Deaf-mutism  is  chiefly  acquired  as  a  result  of  brain 
affections  (also  cerebro-spinal  meningitis),  acute  infectious  dis- 
eases, particularly  scarlatina  and  typhoid  fever,  more  rarely 
measles,  small-pox,  diphtheria,  parotitis,  and  still  more  rarely 
injuries  to  the  head  and  syphilis.  Energetic  treatment  can  do 
a  great  deal  in  the  line  of  prophylaxis. 


VIIL 
Diseases  of  the  Digestive  System* 


[The  Digestive  Tract. — The  digestive  tract  of  cliiklren 
shows,  according  to  L.  Fre3^berger,  many  anatomical  and  physio- 
logical peculiarities.  The  oral  and  buccal  mucous  membrane 
in  the  newly  born  is  practically  dry;  the  salivary  and  mucous 
glands  of  the  oral  cavity  secrete  properly  from  the  end  of  the 
third  month;  the  diastatic  and  fermentative  qualities  of  the 
saliva  are  not  fully  established  before  the  end  of  the  second 
3' ear.  The  stomach  occupies  a  more  or  less  vertical  position; 
the  fundus  is  imperfectly  formed,  the  muscular  coat  feeble; 
there  is  generally  much  hyperemia  of  the  mucous  membrane. 
The  capacity  of  the  stomach  grows  gradually,  but  is  subject  to 
much  fluctuation,  owing  to  temporary  conditions  of  distension 
through  overfeeding  or  fermentation. 


Capacity  of  stomach  at  end  of  first  month.  . .  . 

3 

to 

4 

ounces. 

Capacity  of  stomach  at  end  of  second  month .  . 

3V2 

to 

5 

ounces. 

Capacity  of  stomach  at  end  of  third  month .  . 

4 

to 

572 

ounces. 

Capacity  of  stomach  at  end  of  fourth  month. . 

,   4 

to 

6 

ounces. 

Capacity  of  stomach  at  end  of  fifth  month .  . .  . 

4V3 

to 

6 

ounces. 

Capacity  of  stomach  at  end  of  sixth  month .  . . 

,   5 

to 

7 

ounces. 

Capacity  of  stomach  at  end  of  seventh  montli. 

6 

to 

7  7. 

ounces. 

Capacity  of  stomach  at  end  of  eighth  month.  . 

67. 

to 

8 

ounces. 

Capacity  of  stomach  at  end  of  ninth  month .  . . 

,   7 

to 

8  7. 

ounces. 

Capacity  of  stomach  at  end  of  tenth  month .  , 

,   8 

to 

97. 

ounces. 

Capacity  of  stomach  at  end  of  eleventh  month . 

8V2 

to 

10 

ounces. 

Capacity  of  stomach  at  end  of  twelfth  month. 

■   9  7^ 

to 

12 

ounces. 

Capacity  of  stomach  at  end  of  second  year. . . 

.22 

to 

25 

ounces. 

Hand-fed  babies  often  have  distension  of  the  stomach 
during  the  first  few  months,  whereas  breast-fed  babies  suffer 
from  it  at  the  time  of  weaning.  The  stomach  of  the  newly 
born  contains  mucus,  pepsin,  rennet,  and  free  hydrochloric  acid, 
but  in  relatiYely  much  smaller  quantities  than  in  adults.     In 

(116) 
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brcast-fcd  infants  the  mothers'  milk  leaves  the  stomach  in  from 
one  to  one  and  one-half  hours  after  feeding;  in  hand-fed  babies 
the  food  remains  for  two  hours  and  longer.  The  chemical 
reaction  of  the  gastric  juice  immediately  after  a  milk  meal  is 
amphoteric  or  alkaline;  about  thirty  minutes  later  the  reaction 
is  distinctly  acid,  partly  in  consequence  of  the  formation  of 
lactic  acid  from  the  milk-sugar.  The  secreted  free  hydrochloric 
acid  is  at  once  taken  up  by  the  milk.  In  the  presence  of  lime- 
salts  the  rennet  contained  in  the  infantile  stomach  at  once  pro- 
duces the  formation  of  fine  clots  (mothers')  milk;  \vhen  cows' 
milk  is  given,  the  clots  are  larger;  peptonization  and  partial 
resorption  of  the  dissolved  albumins  takes  place,  but  the  chief 
part  of  the  absorption  occurs  in  the  small  intestine.  The 
gastric  mucosa  absorbs  a  portion  of  the  milk-sugar  and  salts, 
but  the  bulk  is  absorbed  in  the  duodenum,  jejunum,  and  upper 
ileum;  a  partial  absorption  of  water  takes  place  in  the  stomach 
and  duodenum.  The  bowels,  especially  the  small  intestine, 
are  relatively  longer  than  they  are  in  adults;  their  capacity  is 
larger.  In  the  newly  born  the  small  intestine  is  about  six 
times  the  length  of  the  body,  and  in  the  adult  about  four  and  a 
half  times.  The  follicular  system  of  the  infantile  intestinal 
mucosa  is  in  its  development  much  ahead  of  that  of  the  glandu- 
lar structure;  hence  the  want  of  ferments,  but  the  great  power 
of  resorption.  The  muscular  coat  is  thin  and  feeble;  hence  the 
tendency  to  constipation  and  fiatulence.  The  hiJe  has  few  or- 
ganic salts,  especially  bile  acids,  and  is  therefore  unable  to  help 
to  assimilate  large  quantities  of  fat  or  to  prevent  fermentation 
to  the  same  extent  as  is  the  case  of  adults.  The  liver  is  com- 
paratively large  and  much  hyperemic.  The  pancreatic  juice  in 
the  newly  born  has  a  feeble  power  of  splitting  up  fats  and  of 
peptonizing;  saccharification  does  scarcely  ever  begin  before  the 
third  month.  The  chyme  after  leaving  the  stomach  is  alkalin- 
ized  by  the  gall  and  pancreatic  juice;  the  peptonized  albumins 
are  precipitated,  but  are  redissolved  by  tr3^psin  and  then  ab- 
sorbed; the  fats  are,  through  the  action  of  the  pancreatic  juice, 
split  up  into  fatty  acids  and  glycerin;  the  fatty  acids  are  saponi- 
fied by  the  bile,  and  the  fat  emulsion  and  the  ash  to  a  large 
extent  absorbed.  The  albumin  which  is  not  absorbed  is  decom- 
posed in  the  colon  and  forms  a  large  quantity  of  gas;  the  sugar 
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to  a  great  proportion  is  transformed  into  butyric  and  lactic  acids ; 
hence  the  acid  reaction  of  the  feces  of  many  babies. 

Of  the  chief  constituents  of  the  mother's  milk,  sugar  and 
albumin  are  almost  completely  utilized;  of  the  fats,  about  96 
per  cent.;  of  cows'  milk,  albumin  in  1-per-cent.  solution  is 
well  absorbed,  but  the  amount  of  absorbed  fat  is  considerably 
less — namely,  about  92.5  per  cent.  About  95  per  cent,  of  water 
is  reabsorbed.  Cows'  milk  feces  contain  more  phosphoric  acid 
and  more  lime-salts;  mother's  milk  feces,  on  the  other  hand, 
are  richer  in  iron. — Sheffield.] 

Saliva  is  produced  from  birth  on,  but  in  so  small  quantity 
that  the  oral  cavity  remains  dr}^,  and  sugar  formation  is  out  of 
question.  The  secretion  of  saliva  becomes  more  marked  about 
the  second  month,  but  it  is  not  sufficient  to  digest  amylaceous 
foods  until  the  child  is  4  months  old.  Exceptions  occur  some- 
times; even  newly  born  infants  are  able  to  utilize  a  consid- 
erable quantity,  e.g.,  of  Nestle's  [or  Carnrick's  food  among 
others],  and  thrive  on  it;  but  feeding  with  amylacege  before 
the  fourth  or  sixth  mouth  is  entirely  irrational,  and  causes 
dyspepsia,  etc. 

Salivation. — Aside  from  salivation  usually  accompanying 
affections  of  the  oral  cavity  [and  mercurialism],  increased  sali- 
vary secretion  is  almost  regularly  found  in  otherwise  healthy 
children  during  first  dentition,  as  a  result  of  increased  blood- 
supply  to  the  oral  cavity.  Salivation  usually  sets  in  before  erup- 
tion of  the  teeth  and  persists  for  some  time  thereafter.  It  also 
occurs  after  dentition  is  completed.  Salivation  observed  par- 
ticularly in  the  second  or  third  year  of  life  and  in  delicate  chil- 
dren is  probably  neurotic  in  nature,  and  usually  disappears  spon- 
taneously in  the  course  of  a  few  years;  so  that,  as  a  rule,  it  no 
longer  exists  when  the  child  has  reached  the  fifth  or  seventh 
year.  It  usually  demands  no  treatment.  If  medication  appears 
desirable,  iron  is  about  the  best  remedy.  According  to  Bendix, 
the  following  may  be  given  to  a  child  2  years  of  age:— 

T^  Ferri  laetatis 2.0  [3ss]. 

Sacchari  lactis 18.0  [3ivss]. 

M.     Sig.:     A  knifepointful  three  times  a  day. 
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That  form  of  salivation  which  is  so  often  observed  in  cretins 
and  idiots,  and  frequently  associated  with  intestinal  worms, 
must  be  regarded  as  a  neurosis.  In  severe  salivation  continued 
wetting  with  saliva  may  give  rise  to  extensive  eczema. 

[Prophylaxis. — Astringent  mouth-wash.] 

Stomatitis.  —  1.  Stomatitis  Catarrh alis  is  the  mildest 
form  of  this  disease  and  occurs  particularly  during  first  denti- 
tion, but  also  later.  It  is  usually  produced  by  chronic  thermal 
and  mechanical  irritations,  such  as  that  from  dentition;  carious 
teeth;  sucking  nipples,  toys,  too  hot  and  spiced  food;  use  of 
mercury,  iodin,  and  antimony.  It  also  occurs  in  febrile  dis- 
eases, especially  the  acute  exanthemata,  and  is  probably  sec- 
ondary to  lack  of  cleanliness  and  attention  to  the  mouth. 

Symptom alology. — Eedness  and  velvetlike  softness  of  the 
mucous  membrane,  swelling  of  the  gums,  coated  tongue  witli 
prominent  papilla^  often  marked  salivation,  so  tliat  the  sputum 
dribbles  from  the  half-closed  lips;  pain,  ])artieularly  during 
eating.  The  patient  is  restle^^s,  cries,  and  refuses  food — the 
breast  or  bottle.  ]\[ore  or  less  high  fever  and  some  constitu- 
tional symptoms  are  frequently  observed. 

The  prognosis  is  good.  Witli  arrest  of  the  irritation,  cool 
fluid  food,  and  care  of  the  mouth  (cleansing  with  3-  to  5-per- 
cent, boric  acid  solution)  recovery  often  rapidly  takes  place. 
Otherwise  potassium  chlorate  (q-v.)  externally  and  internally. 

2.  Stomatitis  xAphthosa  (Apiitit.e)  consists  of  a  fibrinous 
exudation  beneath  tlie  epithelium,  which  gradually  undergoes 
necrotic  disintegration.  It  is  probably  an  infectious  disease 
(b}''  the  staphylococcus).  Several  cases  are  sometimes  seen  at 
once,  and  not  infrequently  several  children  of  one  family  are 
attacked.  It  usually  occurs  during  first  dentition.  Aside  from 
the  symptoms  already  enumerated, — which  are,  however,  more 
intense  in  nature, — the  mucous  membrane  of  the  anterior  por- 
tion of  mouth,  especially  of  the  tongue,  more  rarely  of  the  hard 
and  soft  palate  and  tonsils,  is  covered  by  firmly  adherent,  irreg- 
ularly distributed,  sharply  defined,  small,  grain  to  lentil-sized, 
flat,  rounded,  irregular^  serrated  or  (rarely)  lineate,  yellow, 
grayish-yellow,  or  grayish-while  foci  surrounded  by  a  dark-red 
arfiola.  Sometimes  tough,  spongy  plaques  the  size  of  a  five-cent 
piece  raised  above  the  surface  of  the  remaining  reddened  mu- 
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cons  membrane  are  also  observed.  The  edge  of  tbe  byperemic, 
easily  bleeding  gums^  which  snrronnds  the  teeth  is  often  dis- 
integrated into  a  yellowish-gray,  crnmbling  detritus.  Foetor  ex 
ore;  glandular  swelling;  dribbling  of  spntnm  from  the  swollen, 
reddened,  and  half -closed  lips;  and  often  considerable  initial 
fever  and  severe  general  symptoms  are  present.  Under  proper 
treatment  recovery  usually  takes  place  within  from  eight  to 
fourteen  days. 

Treatment. — Cool,  fluid  food;  washing  of  the  mouth  with 
potassium  chlorate  (q.v.)  ;  also  local  application  of  carbolic  acid 
(3  per  cent.),  silver  nitrate  (2  per  cent.),  or  potassium  perman- 
ganate (0.1  gram  to  15.0  cubic  centimeters  [gr.  iss  to  oiv]  of 
water),  and  in  obstinate  cases  salicylic  acid  (q.v.). 

The  local  clinical  signs  are  sometimes  observed  in  severe 
cases  of  scarlatina  and  measles.  Here,  however,  copious  hemor- 
rhages from  the  tongue  and  lips  usually  occur. 

3.  Stomatitis  Ulcekosa  (Cancrum  Oris,  Stomacace)  is 
the  severest  form  of  stomatitis.  It  sets  in  with  copious  exuda- 
tion and  a  tendency  to  ulcerative  disintegration.  It  is  more  fre- 
quently observed  in  older  children,  particularly  in  those  who  are 
delicate;  uncleanly;  have  a  tendency  to  scorbutus,  diabetes, 
etc. ;  and  live  under  bad  hygienic  conditions.  It  also  occurs  in 
acute  infectious  diseases  and  intoxications  with  mercury,  bis- 
muth, phosphorus,  etc.  It  is  often  produced  by  the  process  of 
dentition  (second  dentition),  owing  to  defective  care  of  the  teeth 
and  mouth.  The  mucous  membrane  of  the  entire  oral  cavity  is 
swollen,  livid  in  hue,  bleeds  easily,  and  is  here  and  there  covered 
by  a  discolored  deposit  and  grayish-yellow  mass  and  by  numer- 
ous ulcers  with  raised  red  borders.  The  ulcers  are  also  found  on 
the  tonsils,  usually  on  one  side,  under  which  circumstances  the 
stomatitis  may  be  mistaken  for  diphtheria.  The  gums  are 
spongy  and  on  pressure  pus  often  oozes  from  between  the  teeth. 
The  cheeks,  submaxillary  region,  and  the  lips  are  edematous  and 
swollen.  This  form  of  stomatitis  is  associated  with  intense 
f(jetor  ex  ore,  profuse  salivation,  fever,  and  severe  constitutional 
symptoms. 

Treatment. — Cool,  fluid  food.  Internally  potassium  chlo- 
rate in  conjunction  with  decoction  of  cinchona  (see  "Potassium 
Chlorate^'').    Frequent  cleansing  of  the  mouth  with  boric  acid 
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and  potassium  chlorate  [peroxid  of  hydrogen].  Painting  the 
affected  pai;ts  with  zinc  sulphate  (2  per  cent.),  and  in  obstinate 
cases  also  with  solutions  of  carbolic  acid  (q-v.),  corrosive  subli- 
mate (q-v.),  or  sahcylic  acid  (q.v.J. 

Eecovery  usually  takes  place  within  one  to  two  weelj:s  under 
this  treatment.  There  are  also  protracted  cases,  which  may  end 
fatally  from  exhaustion,  inanition,  etc.  More  rarely  the  process 
extends  to  the  periosteum  of  the  jaw  and  alveoli  (loss  of  the 
teeth,  partial  necrosis  of  the  jaw-bones). 

Kecently  Goeppert  suggested  the  use  of  aneson  (q.v.)  or 
orthoform  (q.v.)  to  relieve  pain  and  facilitate  partaking  of  food. 

[In  all  cases  of  stomatitis  silver  nitrate  in  1-  to  2-per-cent. 
solution  is  the  most  effective  remedy,  in  addition  to  removal  of 
the  etiological  factors.  It  is  very  important  thoroughly  to 
cleanse  the  mouth  after  each  feeding,  particularly  after  drink- 
ing of  milk. — Sheffield.] 

Soor  (Schwammchen  [Thrush,  Aphthae,  Muguet,  Sprue])  is 
a  very  frequent  disease  occurring  particularly  in  nurslings:,  but 
also  in  older  children.  Henoch  rightly  distinguishes  two  forms 
of  the  affection: — 

First  FoRAr. — Isolated,  white,  slightly  elevated,  firmly  ad- 
herent deposits  in  the  form  of  dots  and  maculae,  wliich  are  situ- 
ated upon  the  unaltered  mucous  membrane  of  the  lips,  tongue, 
and  cheeks,  particularly  in  the  folds  between  the  lips  and  gums 
and  between  the  cheeks  and  alveolar  borders.  They  differ 
from  fragments  of  coagulated  milk,  inasmuch  as  the  latter 
can  easily  be  detached  with  a  spatula,  while  the  removal  of 
aphthous  deposits  is  difficult  and  often  followed  by  bleeding. 
This  form  is  not  infrequently  observed  in  otherwise  healthy 
children  who  are  not  kept  very  clean. 

Second  Form. — The  whole  buccal  mucous  membrane  down 
to  the  pharynx  is  dark  red,  very  dry,  and  covered  with  numerous 
white,  rounded,  or  irregularly  shaped  puncta  and  macula?,  which 
.here  and  there  become  confluent  and  seem  to  be  painful  during 
sucking.  In  later  stages  it  may  form  large,  white  membranes, 
covering  particularly  the  tongue,  cheeks,  and  hard  palate.  The 
latter  form  is  observed  especially  in  atrophic  children  and  in 
those  exhausted  from  disease.    In  these  cases  the  mucous  mem- 
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brane  often  appears  more  anemic  and  pale  and  the  spots  dirty 
gray  or  yellowish  instead  of  milk  white. 

The  aphthous  deposits  gradually  become  more  firmly  ad- 
herent the  longer  they  persist.  Microscopically  they  consist 
chiefly  of  fungous  threads  and  spores  associated  with  strepto- 
cocci and  staphylococci,  fat,  blood-corpuscles,  etc.  "The  fun- 
gous threads  appear  in  the  form  of  long,  slender,  straight  or 
variously  curved,  transparent,  sharply  defined  cylinders  made 
up  of  several  segments.  Almost  all  ripe  threads  present  one  or 
several  similarly  shaped  branches,  which  start  from  the  main 
stem  at  a  point  where  segmentation  is  marked  by  septa.  The 
interior  of  the  threads  usually  contains  a  few  nuclei  and  several 
minute  oval  bodies,  which  probably  are  spores  in  the  process  of 
development.^^    (Henoch.) 

Thrush  is  an  infectious  disease.  The  causative  factor  is  not 
as  yet  definitely  determined.  Formerly  the  O'idium  albicans  was 
considered  to  be  the  exciting  agent,  but  at  present  the  fungus 
Monilia  Candida,  which  grows  upon  moldy  wood,  fresh  cow 
manure,  and  sweet  fruits,  is  accepted  as  the  etiological  factor. 
The  thrush  fungus  is  widely  distributed.  It  lives  in  the  air  of 
rooms,  clings  to  dirty  rubber  nipples  and  to  the  nipples  of  the 
breast,  and  in  this  manner  reaches  the  mouth  of  the  infant. 
Once  firmly  implanted,  it  seems  to  spread,  provided  the  mucous 
membrane  of  the  mouth  is  not  intact.  Indeed,  thrush  can  de- 
velop in  healthy  children  only  when  the  mucous  membrane  is 
irritated  by  brisk  rubbing  or  washing,  or  when,  through  lack  of 
cleanliness,  milk  particles  are  allowed  to  accumulate  and  decom- 
pose in  the  mouth.  Even  slight  gastro-intestinal  disturbances 
favor  the  growth  of  the  fungas,  and  in  debilitated  (diarrheal) 
and  atrophic  children  it  spreads  very  rapidly.  Diarrhea,  vomit- 
ing, prostration,  etc.,  which  so  often  go  hand  in  hand  with 
thrush,  are  probably  not  sequelae,  but  rather  the  active  underly- 
ing causes. 

The  disease  occasionally  extends  to  the  deeper  portions  of 
the  pharynx  and  esophagus,  and  not  infrequently  also  to  the 
stomach,  but  never  to  the  nose.  Of  the  respiratory  organs,  only 
the  mucous  membrane  of  the  glottis,  which  is  provided  with 
pavement  epithelium,  is  now  and  then  affected.  The  fungus 
seems  to  develop  only  upon  pavement  epithelium. 
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Older  children  are  only  exceptionally  attacked  by  thrush; 
for  example,  in  exhausting  diseases,  such  as  phthisis,  typhoid 
fever,  etc. 

The  DIAGNOSIS  of  thrush  is  quite  easy.  In  mild  cases  con- 
fusion with  deposits  of  casein  fragments  from  milk,  and  in 
severe  cases  with  diphtheria,  may,  however,  occur.  It  may  be 
mistaken  also  for  the  membranous  epithelial  desquamation 
which  sometimes  involves  the  tongue  and  especially  the  gums 
in  the  form  of  thin,  grayish-white  deposits.  These  are  occa- 
sionally found  exclusively  under  the  tongue  as  milk-white  diag- 
onal cords.  The  microscope  immediately  differentiates  this  con- 
dition, however,  as  it  reveals  an  amorphous,  granular  mass,  but 
no  thrush  fungi. 

'^J'liG  duration  of  the  disease  varies  according  to  the  extent 
of  tlie  affection.  In  the  first  form  repeated  cleansing  of  the 
moutli  Avith  water,  especially  after  meals,  suffices  to  arrest  the 
trouble  in  a  few  days;  mechanical  rubbing  with  the  finger 
wrapped  in  fine  linen  or  absorbent  cotton — slight  bleeding 
need  cause  no  anxiety — also  accomplishes  the  same  result.  In 
cases  of  the  second  form  and  in  exhausted  and  atrophic  chil- 
dren it  is  necessary  to  administer  tonics  and  also  to  treat  under- 
lying diseases,  such  as  diarrhea,  etc.  Locally,  the  mouth  should 
be  washed,  according  to  Henoch,  with  alkaline  solutions,  such  as 
borax  or  sodium  benzoate  (2.0-5.0  to  GO.O  grams  [5ss-j  to 
oij]  of  distilled  water)  or  salt-water  (half  a  teaspoonful  of  table 
salt  to  a  glassful  of  water).  According  to  Baginsky,  it  is  best 
to  use  potassium  permanganate  (1  per  cent:),  and,  according  to 
Bendix,  borax  with  gl^^erin  (2.5  to  10.0  grams  [gr.  xl  to  5iiss]). 
Escherich  recently  recommended  "boric  acid  sucking  bags," 
which  remove  the  deposit  and  prevent  a  recurrence  without 
mechanical  interference.  A  pledget  of  sterilized  cotton,  well 
covered  with  finely  powdered  boric  acid  mixed  with  some  sac- 
cliarin,  is  wrapped  in  a  small,  sterilized  piece  of  silk  or  fine  gauze 
and  given  to  the  child  to  chew  and  suck  upon.  The  powder  is 
gradually  dissolved  by  the  saliva  and  the  thrush  is  thus  rapidly 
cured.  The  "sucking  bags"  are,  as  a  rule,  renewed  once  in 
twenty-four  hours.  In  obstinate  cases  the  application  of  silver 
nitrate,  1  to  3  per  cent.,  once  daily  [or  10  per  cent,  of  iodin  in 
glycerin]  acts  very  well. 
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[The  following  is  a  very  useful  "  mouth-wash '': — 

^  Boric  acid 3ss  (     2.0). 

Borate  of  soda 3j     (     4.0). 

Hydrogen  dioxid. 

Glycerin aa  3iv  (  16.0). 

Alcohol 3ij    (     8.0). 

Rose-water q.  s.  ad  giv  (120.0). 

Sheffield.] 

To  prevent  the  first  attack  as  well  as  recurrences,  the  strict- 
est cleanliness  of  the  sucking  nipples,  breast-nipples,  bags,  etc., 
must  be  observed.  The  breast-nipples  must  be  washed  with  an 
alkaline  solution  before  and  after  nursing;  this  is  necessary  also 
for  the  protection  of  the  breasts.  The  rooms  must  be  kept  well 
ventilated,  etc.,  the  general  health  must  be  improved,  and 
gastro-intestinal  disturbances  remedied.  In  thrush  involving 
the  esophagus  and  stomach  the  internal  administration  of  resor- 
cin  (0.5-1.0  to  100.0  grams  [gr.  viiss-xv  to  oiij])  is  very  useful. 

The  PROGNOSIS  of  soor  in  atrophic  and  debilitated  children 
is  not  very  bad  if  energetic  treatment  is  instituted;  the  disease 
often  persists  for  weeks,  howex-^r,  and  not  rarely  ends  fatally. 

Noma  ([Cancrum  Oris,  Gangrenous  Stomatitis]  Water-can- 
cer) is  a  rare,  highly  malignant,  gangrenous  process  located 
upon  the  face  (see  farther)  of  children  usually  from  3  to  8  years 
of  age.  It  usually  affects  cachectic  or  debilitated  children  who 
live  in  miserable  circumstances  (bad  food,  damp  dwellings,  etc.), 
or  those  just  recovering  from  exhausting  diseases,  such  as  mor- 
billi,  scarlatina,  pneumonia,  typhoid,  or  dysentery.  More  rarely 
it  develops  from  ulcerative  stomatitis.  It  usually  begins  with  a 
moderately  large,  glossy,  tense,  painless  or  nonsensitive  (to  pres- 
sure), pale  swelling  of  one-half  of  the  face  (especially  the  cheek, 
half  of  the  upper  lip,  sometimes  also  lower  lip  and  chin),  and 
presents  a  deep,  diffuse,  hard  mass  in  its  most  prominent  por- 
tion. This  is  associated  with  a  fetid,  often  gangrenous,  odor 
from  the  mouth.  The  odor  is  sometimes  not  very  marked. 
There  is  difficulty  in  opening  the  mouth  and  in  depressing  the 
tongue,  owing  to  swelling.  An  examination  (if  possible)  will 
usually  reveal  on  the  buccal  mucous  membrane,  or  most  fre- 
quently near  the  angle  of  the  mouth  and  rarely  on  the  upper  or 
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lower  lip,  a  small,  rapidly  spreading,  brownish,  greenish,  or  gray- 
ish ulcer  with  raised,  edematous  edges,  or  sometimes  a  flabby, 
ugly  looking  blister,  which  within  a  few  days  develops  into  a 
large  focus  covered  by  a  brown,  eroded,  fetid  mass.  There  is 
also  dribbling  of  fetid  saliva  from  the  mouth,  swelling  of  the 
submaxillary  glands,  and  sometimes  tumefaction  of  the  whole 
side  of  the  neck.  The  general  health  may,  nevertheless,  be 
good,  if  not  already  preceded  by  exhaustion.  The  patient  may 
play,  have  a  good  appetite,  etc.  Usually,  however,  there  is  fever 
(from  102°  to  104°  F.),  and  sometimes  severe  diarrhea,  as  a  re- 
sult of  decomposition  of  the  intestinal  contents  by  the  swal- 
lowed gangrenous  pieces,  and  even  sudden  death  from  rapid 
collapse.  More  frequently  there  is  a  very  rapid  extension  of  the 
process  to  the  exterior;  so  that  all  soft  structures — gums,  peri- 
osteum of  the  maxilla,  also  the  tongue  and  lips — become  rapidly 
gangrenous;  the  teeth  fall  out  and  the  bone  is  denuded.  The 
process,  which  is  now  visible  from  the  outside,  is  manifested  first 
by  a  red  spot  on  the  cheek,  which  turns  black  within  a  few  hours, 
rapid  decomposition,  together  w^ith  rapid  spreading  and  slough- 
ing; so  that  the  whole  thickness  of  the  cheek  has  the  appearance 
of  a  dirty,  greasy  scab.  After  the  slough  has  fallen  off  the  de- 
stroyed oral  cavity  can  be  inspected.  A  great  portion  of  the 
cheek,  lips,  and  eyelids  may  be  destroyed  in  this  manner.  The 
patient,  nevertheless,  may  be  free  from  pain,  and  often  have  a 
good  appetite  and  relatively  good  health  even  until  perforation. 
Then,  however  (usually  before),  there  is  rapid  loss  of  strength, 
diarrhea,  broncho-pneumonia,  septicemia,  high  temperature; 
weak,  irregular  pulse;  delirium,  and  sopor.  Death  usually  takes 
place  in  from  tAvo  to  three  wrecks  after  perforation  and  rarely 
suddenly  as  a  result  of  entrance  of  air  into  the  veins.  Recovery 
is  extremely  rare,  but  is  possible  even  in  the  last  stages.  If  recov- 
ery takes  place  the  face  remains  fearfully  deformed  from  cica- 
tricial contraction  (ectropion  of  the  eyelids,  union  of  cheek  with 
jaw,  narrowing  of  the  oral  cavit)^,  etc.). 

Tkeatmext. — Strengthening  food  (if  need  be, administered 
by  rectum),  roborants,  and  stimulants.  The  gangrenous  portion 
should  be  destroyed  as  soon  as  possible  with  the  Paquelin  cau- 
tery, and  the  mouth  should  be  frequently  washed  with  a  solution 
of  boric  acid   [nitrate  of  silver]   or  salicylic  acid   [peroxid  of 


126  PRACTICAL  PEDIATRICS. 

hydrogen  or  Labarraqiie].  Externally,  cotton  saturated  with 
wine  of  camphor  or  a  10-per-cent.  Peru  balsam  ointment  should 
be  applied.  Success  is  rare.  Sometimes  when  a  patient  is 
apparently  saved,  and  cicatrization  is  established,  sudden 
collapse  and  death  occur.  ISToma  is  rarely  located  upon  the 
genitalia,  especially  of  yonng  girls  (after  measles).  In  one  case 
of  gangrenous  vulvitis  Freymuth  and  Petruschky  found  Loef- 
fler's  bacillus,  and  diphtheria  antitoxin  acted  favorably.  Some 
cases  of  facial  noma  are,  perhaps,  due  to  the  same  etiology  and 
remediable  by  the  antitoxin  treatment.  Indeed,  several  cases 
of  the  kind  have  recently  been  reported. 

Ranula  is  frequently  observed  in  children  as  a  globular, 
nsually  nnilateral,  tense,  cystic  swelling  the  size  of  a  pea  to 
pigeon's  egg,  w^hich  is  located  on  the  floor  of  the  oral  cavity, 
sometimes  close  to  the  frennlnm.  This  tumor  should  not  be 
mistaken  for  the  two  tubercles  on  each  side  of  the  frennlnm, — 
the  glandulse  sublinguales, — which  are  not  rarely  seen  in  young 
children.  Here  it  is  a  question  of  dilatation  of  Wharton's  duct 
or  of  single  giandnlar  lobules.  The  tumor  sometimes  has  thin 
and  sometimes  thicker  walls  and  contains  a  thin  or  viscid  fluid. 
A  small  ranula  does  not  disturb  the  child;  a  larger  one  may 
interfere  with  snckling,  swallowing,  and  breathing.  In  this 
event  the  anterior  wall  should  be  incised  and  cauterized  several 
times  with  silver  nitrate.  A  rannla  with  thick  walls  shonld  be 
extirpated  in  toto.  In  small  children  it  nsually  suffices  to  dry  np 
the  cyst  by  the  introduction  of  a  hair  seton  or  silk  thread.  Oc- 
casionally it  heals  spontaneously,  e.g.,  after  suppuration. 

Produzione  Sottoling^ale  Dell  Infanzia  [Sublingual  Growth, 
Riga's  or  Fede's  Disease]  is  a  term  used  by  Italians  to  designate 
a  benign  neoplasm  located  at  the  point  of  insertion  of  the  frae- 
nnm  lingnge.  It  is  caused  by  irritation  by  the  incisors  or 
hardened  edges  of  the  gums  during  awkward  snckling.  It  is 
often  observed  in  Italy  among  nnrslings.  A  German  author, 
Eeinbach,  observed  it  also  (in  1897)  in  a  breast-fed  child  10 
months  old.  In  this  case  the  neoplasm  appeared  centrally  and 
symmetrically  under  the  tip  of  the  tongue  from  four  to  six 
weeks  after  the  eruption  of  both  middle  incisors.  It  was  as 
large  as  a  five-cent  piece,  round  and  flat,  with  a  broad,  erect, 
whitish-red  pedicle,  hard  in  consistency  and  slightly  roughened. 
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It  was  first  incised,  but,  as  it  returned  after  from  tliree  to  four 
weeks  and  became  much  larger  in  size,  extirpation  was  resorted 
to.  Reinbach  considered  it  a  fissured  angioma,  Milvulicz  a  vas- 
cular tumor.  [One  case  of  this  kind  was  observed  (1902)  in  this 
country  by  S.  Amberg.  The  child  in  question  was  7  months  old. 
The  parents  of  the  baby  were  of  American  birth  and  free  from 
constitutional  and  particularly  specific  diseases.  The  tumor 
underneath  the  tongue  was  from  1  to  1.5  centimeters  in  diam- 
eter and  about  5  millimeters  thick.  The  oral  surface  of  the 
tumor  was  pearly  white  in  color  and  surrounded  by  a  reddish 
margin.  The  tumor  was  removed  without  recurrence. — Siief- 
PiELD.J  Although  the  tumor,  as  a  rule,  does  not  alter  the  gen- 
eral health  [sometimes  debility,  anemia,  splenic  enlargement], 
it  is  best  to  extirpate  it,  as  a  less  radical  method  of  treatment  is 
of  no  avail. 

Pityriasis  Linguae  (Leukoplakia  Linguae,  Lingua  Geograph- 
ica)  is  a  partial  detachment  of  the  epithelium  of  the  tongue 
frequently  associated  wdth  thickening  of  the  epithelium  of  other 
parts,  so  that  the  organ  presents  a  spotted  appearance.  This  is 
an  innocent  affection,  and  is  sometimes  observed  in  chronic  gas- 
tric catarrh.  It  is  of  no  significance.  No  treatment  is  necessary 
[except  cleanliness]. 

Glossitis. — The  tongue  usually  participates  in  all  catarrhal, 
phlegmonous,  ulcerous  processes  of  the  oral  and  pharyngeal  mu- 
cous membrane.  The  changes  produced  by  syphilis,  aphthae, 
diphtheria,  scorbutus,  etc.,  will  not  be  discussed  here.  The 
tongue  is  subject  to  two  independent  catarrhal  diseases:  The 
so-called  erythematous  glossitis  and  desquamative  glossitis  ("^geo- 
graphical tongue'').  In  the  first  variety,  which  is  very  distress- 
ing and  usually  accompanies  dyspeptic  diseases,  but  occurs  also 
without  them,  the  very  painful  tongue  appears  dark  red,  espe- 
cially at  the  edges,  somewhat  thickened,  and  the  papillae  are 
prominent.  The  children  are  usually  also  feverish  and  restless 
and  refuse  food.  Swabbing  with  borax  or  1-per-cent.  nitrate  of 
silver  solution  hastens  recovery.  The  latter,  however,  usually 
takes  place  very  slowly,  unless  the  affection  disappears  simul- 
taneously with  the  dyspeptic  symptoms.  The  ''geographical 
tongue  "  is  not  as  often  supposed  a  sign  of  syphilis,  but  merely 
a  purely  local  and  innocent  process  consisting  in  desquamation 
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of  epithelial  cells  in  some  parts  and  hyperplasia  in  others.  As  a 
rule,  a  brownish  thickening  appears  first  at  the  margin  of  the 
tongue  and  gradually  spreads  and  coalesces.  The  epithelium 
is  then  thrust  off,  so  that  the  affected  parts  of  the  tongue  be- 
come red  and  traversed  by  irregular,  circumscribed  lines  of 
thickened  epithelium.  This  may  go  on  alternately  for  years  in 
otherwise  healthy  children.  The  affection  requires  but  little 
treatment  [except  cleanliness]. 

Bednar's  Aphthae  are  round  or,  more  rarely,  oval,  small 
(seldom  over  one  centimeter  in  diameter),  whitish-yellow  to 
dirty-greenish,  superficial,  easily  bleeding  erosions,  surrounded 
by  a  red  zone.  They  are  observed  in  earliest  infancy  and  appear 
symmetrically  at  the  posterior  border  of  the  hard  palate  later- 
ally from  the  middle  line  of  the  niveau  of  the  apophysis  ptery- 
goidea.  They  are  not  syphilitic,  nor  do  they  originate  from 
those  miliary  tubercles  of  the  palate  which  are  limited  to  the 
raphe  and  are  sometimes  seen  in  the  newly  born  infant  under 
3  months  of  age.  They  are  simply  decubital  erosions  arising 
from  desquamation  of  the  epithelium  during  the  act  of  sucking; 
thus,  as  a  result  of  friction  and  pressure  against  the  dorsum 
of  the  tongue  (anemia  of  the  mucous  membrane). 

In  otherwise  healthy  children  there  is  generally  rapid, 
spontaneous  recovery;  in  cachectic  and  atrophic  children,  how- 
ever, ulcerations  follow  as  a  result  of  infection  by  micro-organ- 
isms, which  spread  along  the  surface,  grow  deep,  and  eventually 
reach  even  to  the  bone.  They  sometimes  assume  the  shape  of 
a  roll  or  butterfly,  and  extend  from  the  raphe  to  the  alveolar 
border  of  the  jaw.  Owing  to  the  great  pain,  restlessness,  and 
interference  with  sucking,  the  child  rapidly  loses  in  weight,  if 
the  disease  is  not  remedied  early. 

Treatment. — Local  application  of  silver  nitrate  (1  to  50  or 
30)  or  zinc  sulphate  (1  to  15  or  10). 

Prophylaxis. — Eegular,  gentle  cleansing  of  the  mouth. 

Epithelial  Pearls  are  small,  slightly  elevated  millet-seed  to 
pin-head-sized,  round  or  oval,  yellowish-white  nodules  which 
are  at  times  surrounded  by  a  narrow,  red  zone  and  resemble 
milia  of  the  external  skin.  They  were  previously  thought  to  be 
occluded  mucous  follicles  or  dermoid  cysts  until  Epstein  proved 
that  they  are  remaining  defects  in  the  mucous  membrane  after 
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the  union  of  both  halves  of  the  palate  and  that  these  clefts  are 
filled  with  epithelium.  They  are  quite  frequently  found  either 
singly  or  in  groups  on  the  hard  palate  of  the  newly  born  infant 
(in  the  first  six  weeks),  usually  close  by  and  on  both  sides  of  the 
raphe.  Epithelial  pearls  are  innocent  growths  which  require  no 
treatment.  They  rarely  ulcerate  and  form  either  small  or  some- 
times deeper  ulcers  with  gray  or  yellowish-gray  base  and  red 
margins.  The  ulcers  may  interfere  with  sucking.  Under 
these  circumstances  they  must  be  touched  with  lunar  caustic, 
when  they  rapidly  disappear. 

Esophagfitis  may  develop  secondarily  to  affections  of  the 
mouth  and  throat,  such  as  stomatitis,  aphthae,  and  diphtheria. 
AVith  early  energetic  treatment  of  the  original  diseased  focus 
further  extension  can  usually  be  prevented,  particularly  in 
stomatitis  and  aphtha}.  If,  however,  these  processes  continue, 
the  esophagitis  can  usually  be  remedied  within  a  short  time  with 
proper  diet  (gruel,  milk),  swallowing  of  ice,  Priessnitz  compress, 
and  internal  administration  of  sodium  benzoate  or  sodium 
biborate.  In  diphtheritic  and  scarlatinal  necrosis  the  inflamma- 
tion extends  deeper  and  causes  ulcerations.  If  the  patient  sur- 
vives the  underlying  disease,  the  esophagitis  may,  nevertheless, 
persist  for  a  long  time  and  produce  secondary  stricture  (see 
"Esophageal  Strictures").  This  is  also  the  case  with  esopha- 
gitis following  mechanical,  thermal,  or  chemical  irritation  (for- 
eign bodies,  burns,  caustics,  etc.). 

Esophag^eal  Strictures  are  rarely  congenital.  The  children 
swallow  with  difficulty  from  the  first  day  on  and  the  milk  is 
regurgitated  through  the  mouth  and  nose.  If  the  stricture  is 
not  as  severe,  the  patient  may  i-each  old  age.  Esophageal  stric- 
tures are  occasionally  also  a  result  of  compression  by  neighbor- 
ing organs  and  tumors.  Carcinomatous  degeneration  of  the 
esophageal  walls  has  been  observed.  Henoch  once  saw  tiiis  dis- 
ease follow  severe  scarlatinal  necrosis  (see  "Esophagitis"). 
^lost  frequently  esophageal  strictures  follow  burns  and  the 
effects  of  caustics — drinking  of  hot  fluids,  caustic  potash,  etc. 
In  this  event  evidences  of  caustic  action  are  visible  in  the  mouth 
and  pharynx  a  few  days  after  the  accident.  After  expectoration 
of  mucus  and  blood  the  patient  is  imable  to  swallow,  owing  to 
severe  pain;   he  is  hoarse  and  loses  his  voice  a§  a  result  of 
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cauterization  and  swelling  of  the  laryngeal  passages.  There  is 
also  intense  gastritis.  Later  esophageal  stricture  develops, 
Avhich  produces  the  well-known  manifestations. 

The  DIAGNOSIS  is  established  by  introduction  of  an  elastic 
catheter,  or  a  whale-bone  sound  provided  with  small,  olivQ- 
shaped  steel  tip. 

The  TREATMENT  consists  of  gradual  dilatation  by  daily  in- 
troduction of  bougies  or  olive-shaped  metal  or  ivory-tipped 
sounds  which  are  left  in  the  esophagus  for  from  live  to  six 
minutes.  Sometimes  only  thin  catgut  strings  can  be  passed  in 
the  beginning.  Great  patience  and  caution  are  required  to 
avoid  perforation.  If  this  treatment  is  not  continued  for  weeks 
or  months,  success  is  only  temporary.  Even  then  improvement 
may  not  be  of  long  duration.  In  frequent  recurrences  operative 
interferences  (esophagotomy,  gastrotomy)  may  be  resorted  to. 

[For  introduction  of  the  bougie  the  patient  is  placed  in  a 
sitting  posture  with  the  head  extended  slightly  backward.  The 
oiled  instrument  is  guided  over  the  dorsum  of  the  tongue  and 
the  epiglottis  into  the  esophagus  by  the  first  two  fingers.  The 
question  of  feeding  is  very  important.  If  the  stenosis  is  so  pro- 
nounced as  not  to  permit  the  passage  of  liquid  food,  rectal  feed- 
ing must  be  resorted  to. — Sheffield.] 

Esophageal  Diverticula  are  rarely  found  in  children.  They 
are  either  congenital  or  acquired  through  traction  by  contract- 
ing tissues,  e.g.,  bronchial  glands  and  scars.  They  present  the 
same  symptoms  as  in  adults.  Sudden  death  sometimes  occurs 
as  a  result  of  ulceration  and  perforation.  Operative  attempts 
to  eliminate  the  esophageal  diverticula  have  so  far  failed. 

Dyspepsia  is  very  often  observed  in  children  and  even  in 
sucklings.  Not  every  act  of  vomiting — particularly  that  which 
occurs  in  entirely  healthy,  well-nourished  children  immediately 
after  feeding  or  somewhat  later — is  due  to  d3^spepsia.  The  latter 
form  of  vomiting  is  merely  a  result  of  too  hasty  or  too  frequent 
drinking  or  eating.  If,  however,  vomiting  occurs  repeatedly 
without  these  moments;  if  the  appetite  is  distinctly  impaired; 
if  the  vomitus  is  mixed  with  masses  of  mucus  or,  perhaps,  has  a 
sour  or  fetid  odor;  if  the  general  condition  of  the  patient  is 
more  or  less  altered;  and  the  child  does  not  gain,  but,  on  the 
contrary,  loses  strength,  then,  of  course,  dyspepsia  gastrica  is 
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to  be  dealt  witli.  The  dejecta  in  this  condition  may  at  first  be 
entirely  normal.  Frequently,  however,  they  very  soon  undergo 
certain  changes.  The  feces  become  greenish,  mucoid,  or  fetid, 
and  meteorism  and  flatulence  soon  a[)pear.  In  the  early  stage 
the  number  of  stools  may  be  normal  or  constipation  may  exist. 
Oficn  this  condition  is  very  soon  attended  by  dyspepsia  intes- 
tinal is,  in  which  vomiting  is  al)sent  or  insignificant.  There  is 
usually  anorexia,  coated  tongue,  and  scanty  urination.  Intes- 
tinal disturbances,  such  as  flatulence,  colic,  and  diarrhea,  with 
thin,  fluid,  green  stools  containing  flocculi  and  clumps  of  mucus 
(see  also  "Fat  Diarrhea"),  predominate  and  form  the  transi- 
tional stage  to  true  intestinal  catarrh  (q.v.). 

Dyspepsia  is  usually  caused  by  faulty  or  at  least  impro])er 
feeding.  This  may  also  be  the  case  with  breast-fed  infants  re- 
ceiving milk  that  has  become  changed  in  quality,  owing  to  emo- 
tional eft'ects,  acute  diseases,  or  menstruation  in  the  nursing 
mother,  and  is  improperly  digested.  Infants  very  often  become 
dyspeptic  during  weaning.  Dentition  occasionally  furnishes  an 
increased  predisposition  to  dyspepsia.  Babies  artificially  fed 
are  much  more  frequently  affected.  Bad  quality  of  milk,  de- 
ficient-cleanliness, invasion  of  the  alimentary  canal  by  chemical 
and  bacterial  toxins,  and  overfeeding  cause  dyspepsia  in  some 
infants,  while  pure  farinaceous  food,  at  a  time  when  they  are 
unable  to  digest  it,  or  eating  "everything  their  parents  eat"  is 
the  cause  in  others — no  wonder  that  fermentative  and  putre- 
factive processes  are  soon  established  or  that  real  catarrhal  con- 
ditions soon  develop  as  a  result  of  continued  irritation ! 

As  the  symptoms  develop  gradually  and  imperceptibly  the 
dyspepsia  is  very  often  neglected  for  a  long  time,  and  the  pa- 
tient when  seen  by  the  physician  is  already  in  a  condition  of 
atrophy  or  at  least  suft'ering  from  severe  gastro-intestinal 
catarrh.  At  times,  especially  when  the  mode  of  dieting  has 
been  greatly  abused,  dyspepsia  begins  very  acutely,  with  severe 
symptoms,  resembling  cholera  nostras  (these  cases  always  occur, 
however,  sporadically,  and  also  in  the  winter!),  and  may  cause 
serious,  e\en  fatal,  results  in  a  few  days.  This  form  of  dys- 
pepsia is  characterized  by  violent  vomiting  and  frequent,  pro- 
fuse, thin,  olfensive  evacuations,  which  gradually  turn  lighter 
and  more  colorless;   also  enormous  thirst,  exhaustion — sinking 
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of  the  eyes,  cool  skin,  depression  of  the  fontanelles,  barely  per- 
ceptible pulse;  then  apathy,  somnolence,  and  convulsions. 

Dyspepsia  does  not  always  end  fatally;  on  the  contrary,  it 
may  readily  be  cured  if  the  irritating  substances  are  rapidly 
eliminated  and  treatment  is  instituted  early  and  energetically. 
In  less  violent  cases,  also,  treatment  must  be  thorough  in  order 
to  obviate  danger.  First  of  all,  the  diet  must  be  regulated, 
i.e.,  the  harmful  food  must  be  removed  and  an  appropriate  diet 
substituted.  If  overfeeding  is  the  cause  of  the  dyspepsia,  the 
child  is  to  receive  the  breast  less  frequently,  or,  perhaps,  not  at 
all  for  a  few  days.  Instead  of  the  mother's  milk,  thin  oatmeal 
or  barley  gruel  or  albumin- water  (white  of  an  egg  to  1  glass  of 
water,  mixed  with  a  little  cognac)  may  be  given.  If  a  wet-nurse 
proves  unsuitable  for  any  length  of  time,  a  change  in  the  nurse  is 
imperative.  In  bottle-fed  babies  the  question  of  artificial  feeding 
must  be  based  upon  a  rational  foundation.  If  milk  was  for 
some  reason  or  other  never  given  it  should  at  once  be  tried,  as 
it  may  prove  to  act  kindly.  If  the  vomiting  still  persists,  it 
may  often  be  arrested  by  teaspoonful  doses  of  cooled  milk.  If 
milk  is  not  tolerated  (sometimes  it  is  favorably  influenced  by 
the  addition  of  lime-water),  it  may  be  diluted  with  soup  or  gruel 
of  barley,  rice,  or  oatmeal  or  artificial  milk  foods  [e.g..  Reed  & 
Carn rick's,  in  infants;  somatose  in  older  children]  or  other 
food-preparations  may  be  used. 

In  acute  cases  with  violent  symptoms  lavage  (with  resorcin, 
0.1  gram  [gr.  iss]  to  V2  liter  of  water)  should  be  tried.  One  or 
two  such  irrigations  may  change  the  symptom-complex  sur- 
prisingly. The  medicinal  treatment  is  begun  with  calomel  and 
for  some  time  followed  by  hydrochloric  acid  (with  some  opium 
if  indicated).  If  this  is  ineffective,  creosote  (q.v.)  and  resorcin. 
(q.v.)  may  be  tried,  both  of  which  are  especially  serviceable  in 
dyspepsia  intestinalis.  If  the  latter  predominates,  bismuth 
should  be  resorted  to,  preceded  by  a  few  doses  of  calomel.  In 
chronic  cases  silver  nitrate,  tannin,  or  its  substitutes  (tannigen, 
tannalbin,  tannof orm,  tannopin)  may  be  given. 

Dyspepia  is  not  rare  in  older  children,  and  is  caused  by 
overloading  the  stomach.  It  is  manifested  by  anorexia,  coated 
tongue,  foetor-  ex  ore,  headache,  thirst,  fever  (may  be  absent  or 
very  high!),  constipation  (also  diarrhea),  sengitivejiess  to  preS' 
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sure  over  tlie  stomach  and  abdomen,  but,  above  all,  by  vomiting. 
Also  reflex  symptoms — e.g.,  asthma  dyspepticum — may  occur. 
In  acute  cases  in  which  vomiting  has  not  taken  place,  an  emetic 
followed  by  a  purgative  often  acts  marvelously,  merely  requir- 
ing a  few  days'  administration  of  hydrochloric  acid  [or  orexin 
tannate]  and  regulation  of  diet.  Chronic  cases  are  usually  the 
result  of  neglected  acute  cases  or  are  secondary  to  tuberculosis, 
anemia,  etc.  In  addition  to  regulation  of  diet,  tliey  call  fur 
stomachics,  mineral  waters,  etc. 

Gastromalacia  ( [Morbid]  Softening  of  the  Stomach)  is  an 
alteration  in  the  stomach-wall  sometimes  observed  in  cadavers 
of  children  dead  from  severe  gastric  di.seases  (neglected  dys-. 
pepsia).  The  mucous  membrane,  chiefly  of  the  fundus  and 
posterior  gastric  wall,  although  free  from  signs  of  inflamma- 
tion, is  papp3%  soft,  and  also  converted  into  a  greenish-yellow 
or  brownish-black  jellylike  mass.  This  condition  is  not,  as 
previously  assumed,  a  disease  per  se,  but  according  to  Henoch 
a  process  of  self-digestion  of  the  gastric  wall,  postmortem. 
According  to  Widerhofer,  cases  are  met  (tuberculous  menin- 
gitis, atrophy)  in  which  gastromalacia  occurs  in  the  living  child 
immediately  before  death. 

Bulimia  (Excessive  Hunger)  may  be  due  to  bad  habits, 
under  which  circumstances  only  palatable  articles  are  usually 
craved.  Often,  however,  it  is  a  symptom  of  a  disease.  Intestinal 
worms,  hysteria,  and  brain  disease  are  especially  liable  to  lead 
to  bulimia.  In  such  cases  even  badly  tasting,  raw  food,  or 
almost  anything,  is  swallowed.  Bulimia  due  to  worms  disap- 
pears after  expulsion  of  the  worms.  In  the  other  cases  treat- 
ment offers  poor  prospects  of  cure. 

[Singfultns  (Hiccough)  is  very  common  in  young  infants. 
It  is  usually  due  to  some  irritation  in  the  stomach.  It  occurs 
also  from  chilling  of  the  surface  of  the  body  during  a  bath  and 
from  suddenly  taking  the  child  from  a  warm  to  a  cold  place.  It 
is  sometimes  symptomatic  of  inflammatory  lesions  of  the  ab- 
dominal viscera  (strangulated  hernia  and  intestinal  obstruction). 
In  older  children  hiccough  may  occur  as  a  pure  neurosis,  some- 
times through  the  influence  of  imitation. 

The  PROGNOSIS  is  generally  good  except  in  cases  associated 
with  severe  intestinal  lesions. 
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Treatment. — In  the  majority  of  cases  a  few  teaspoonfuls 
or  hot  water,  with  or  without  a  carminative,  are  usually  elective. 
"  In  cases  of  so-called  essefitial  hiccough  we  may  see  relief  ob- 
tained by  rapid  and  uninterrupted  respiratory  movements 
(Mathieu),  a  spray  of  ether  to  the  epigastric  region  (Regoni), 
or  other  cutaneous  revulsives,  or  by  the  swallowing  of  liquids 
while  the  ears  are  closed  with  the  tips  of  the  fingers."  Very 
rarely  drugs,  such  as  belladonna,  phenacetin,  chloral,  sulphonal, 
etc.,  have  to  be  resorted  to. — Sheffield.] 

Cardialgia  is  rarely  caused  by  indigestion  and  its  concomi- 
tant symptoms  or  by  ulcus  ventriculi  (q.v.),  which  is  rare  in 
•children.  It  is  more  frequently  due  to  a  dilatation  of  the  stom- 
ach. Cardial gia  occurs  most  frequently  in  older  children,  par- 
ticularly chlorotic  girls,  at  the  time  of  puberty,  and  seems  to  be 
due  to  an  arrest  of  gases  in  the  stomach  by  a  spasm  of  the 
gastric  orifices.  It  is  manifested  by  bloating  and  tension  at  the 
epigastrium  during  the  attacks,  so  that  tightening  of  the  cloth- 
ing cannot  be  tolerated.  Suitable  diet,  regular  exercise,  evac- 
uation of  the  bowels,  and  attention  to  the  chlorosis  gradually 
relieve  these  symptoms.  During  the  attacks  warm  cataplasms 
and  in  severe  cases  small  doses  of  aqua  amygdalae  amarse,  cocain, 
morphin,  etc.,  should  be  administered  until  relief  is  obtained. 
Small  doses  of  silver  nitrate  (0.03  to  100.0  grams  [gr.  ss  to  oiiJl? 
1  teaspoonful  three  or  four  times  a  day)  often  act  exceedingly 
well.  In  cases  due  to  indigestion  a  quick  emetic  acts  best.  The 
latter,  however,  is  contra-indicated  if  inflammatory  conditions 
or  injuries  of  the  organ  {e.g.,  scalding)  are  suspected. 

Dilatatio  Ventriculi  [Dilatation  of  the  Stomach]  is  not  fre- 
quent in  small  children.  It  is  rarely  produced  by  a  single  over- 
feeding. It  is  more  frequently  observed  after  prolonged  over- 
loading of  the  stomach,  especially  in  rachitic  children,  who 
often  have  a  ravenous  appetite,  and  in  improperly  fed  (amy- 
lacea)  children  of  the  poorer  classes.  The  fermentative  dys- 
pepsia resulting  from  bad  feeding  is,  however,  the  chief  etio- 
logical factor.  Strict  diet;  frequent,  small  meals;  avoidance 
of  all  quickly  fermenting  foods,  etc.;  frequent  washing  of  the 
stomach;  administration  of  antifermentative  remedies,  such, 
as  calomel,  bismuth  [orphol],  resorcin,  etc.;  strengthening  the 
tonus  of  the  gastric  musculature  (tincture  of  nux  vomica),  and 
antirachitic  treatment  usually  quickly  cure  this  ailment.     The 
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prognosis  is  Letter  in  children  than  in  adults,  provided,  of 
course,  it  is  not  a  question  of  that  (rare)  congenital  pyloric 
stenosis  (q.v.).  'J'he  most  frequent  cause  of  dilatatio  in  the 
adult,  the  late  forms  of  pyloric  stenosis,  does  not  exist  in  chil- 
dren. The  symptoms  of  dilatation  of  the  stomach  are  some- 
times met  in  girls  at  puberty  and  more  rarely  in  boys.  In  these 
cases,  however,  hysttjrical  symptoms  precede  or  accompany  this 
condition,  and  are  tlien  to  be  regarded  as  an  hysterical  spasm 
of  the  orifices  of  the  stomach.  Lavage  acts  very  well  in  these 
cases.  '^I'he  faradic  current  is  also  useful,  but  its  effect  is  only 
transient,  lasting  hours  or  at  most  days.  Dilatatio  usually  dis- 
appears spontaneously  in  a  few  weeks  or  months. 

Ulcus  Ventriculi  [Ulcer  of  the  Stomach]  is  very  rare  in  chil- 
dren under  10  years  of  age.  It  has  been  observed  in  sucklings; 
one  case  in  a  child  2  months  old  is  recorded.  It  gives  rise  to  the 
same  signs  and  complications  in  children  as  in  later  years  (fatal 
hemorrhages,  perforation  jx'ritonitis).  Ulcer  of  the  stomach  is 
quite  frequently  observed  in  older  chlorotic  girls.  Nervous 
and  hysterical  conditions  must  not  be  mistaken  for  it. 

The  TREATMENT  is  the  same  as  in  adults.  [Liquid  diet,  and 
in  obstinate  cases  rectal  alimentation.  Bismuth,  silver  nitrate, 
and  small  doses  of  morphin.  In  obstinate  vomiting,  minute 
doses  of  carbolic  acid  or  tincture  of  iodin. — Sheffield.] 

Constipation. — Chronic  constipation  occurs  very  frequently 
in  children  of  every  age.  Aside  from  constipation  caused  by 
gross  abnormal  anatomical  relations  or  diseases,  which  will  not 
be  discussed  here,  this  condition  is  also  due  to  hereditary  dispo- 
sition, congenital  atony  of  the  bowels,  or  a  dyscrasia  (anemia, 
rachitis).  Constipation  is  very  often  caused  by  the  food  con- 
sumed. The  latter  cause  may  be  potent  even  in  sucklings,  when 
either  the  milk  of  the  wet-nurse  does  not  agree  with  them  or  is 
insufficient  in  quantity.  The  small  quantity  of  stool  then  depends 
upon  the  insufficient  quantity  of  milk  ingested ;  or  the  woman's 
milk  contains  too  much  or  too  little  of  one  or  more  of  the  con- 
stituents of  the  milk.  Too  early  feeding  with  amylaceous  foods, 
etc.,  is  sometimes  the  cause  of  constipation  even  in  older  chil- 
dren. In  some  children  constipation  is  produced  by  consump- 
tion of  food  that  does  not  stimulate  peristalsis,  such  as  an  ex- 
clusive diet  of  milk,  meat,  eggs,  etc.,  and  no  potatoes,  bread. 
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vegetables,  etc.,  by  insufficient  exercise  or  by  habitual  sup- 
pression of  the  bowel-movement;  in  others  it  is  dependent 
upon  an  anatomical  defect  (stenosis,  dilatation). 

In  treating  constipation  it  is  important  first  to  look  for  the 
underlying  causes  and  remove  them.  When  this  is  accom- 
plished the  constipation  will  successfully  be  overcome.  In 
sucklings  the  constipation  can  often  be  relieved  by  slight 
elianges  in  the  food  (the  percentage  of  dilution)  by  the  addition 
of  more  sugar,  or  fat  in  the  form  of  cream  or  butter,  and  some- 
times by  more  radical  measures,  such  as  change  of  wet-nurse, 
weaning,  or  Gaertner^s  fat  milk.  The  addition  of  malt  extract 
to  the  milk  (1  teaspoonful  twice  daily)  may  be  tried.  In  older 
children  regular  evacuations  may  sometimes  be  produced  by 
buttermilk,  honey,  raw  or  cooked  fruit,  or  a  glass  of  cold  water 
taken  on  an  empty  stomach.  Sometimes  a  Priessnitz  compress 
around  the  abdomen  during  the  night  acts  splendidly;  equally 
worthy  of  recommendation  is  abdominal  massage.  The  latter 
two  procedures  are  especially  useful  in  atony  of  the  bowels.  In 
these  cases  tincture  of  nux  vomica  may  also  be  tried  for  a  long 
time,  in  addition  to  attention  to  dyscrasias.  If  all  these  meas- 
ures fail,  medicines  must  be  resorted  to.  Effective  and  relatively 
harmless  are  the  following:  Soap  and  glycerin  suppositories, 
enemas  with  small  quantities  of  glycerin  or  larger  quantities  of 
water;  internally  magnesia  usta,  magnesia  and  rhubarb,  com- 
pound licorice  powder,  or  syrup  of  rhubarb.  In  larger  children 
also  compound  licorice  powder,  castor-oil,  extract  of  cascara 
sagrada,  essence  of  tamarind  (Dallmann),  and  bitter  waters 
(Hun^^adi  Janos  is  best  known  and  tastes  [bad!]  and  acts  well). 
[In  the  majority  of  cases  of  constipation  in  small  children  the 
trouble  lies  in  the  rectum  and  lower  portion  of  the  colon.  It  is 
sometimes  chiefly  the  question  of  stimulating  the  rectum  to 
initiate  the  muscular  efi'ort.  For  this  purpose  gluten  or  medi- 
cated suppositories  are  very  effective  and  preferable  to  drugs 
by  mouth. 

IJ  Extract!  nucis  vomicsR gr,  j   (0.06). 

Extract!  belladonnse gi\  ss  (0.03). 

Aloini gr.  j   (0.06). 

Olei  theobromatis q.  s.  ut  ft.  suppos.  no.  xij. 

Sig.:  One  to  be  introduced  into  the  rectum  every  evening.  (For  a 
child  3  years  old.) — Sheffield.] 
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Colic  (Enteralg^ia,  Neuralgia  Enterica)  is  a  very  painful 
spasmodic  contraction  of  the  intestinal  musculature.  The  col- 
icky conditions  occurring  with  other  affections,  such  as  enteritis, 
peritonitis,  intestinal  invagination,  intestinal  strangulation, 
etc.,  are  not  included  here.  Here  belong  cliiefly  reflex  spas- 
modic conditions  caused  hy  pathological  irritations,  which  act 
by  way  of  the  peripheral  cutaneous  nerves  or  the  sensory  intes- 
tinal nerves.  Among  siu-h  irritations  may  be  mentioned  dys- 
peptic, retained  or  toxic  (decomposed)  intestinal  contents,  ac- 
cumulation of  gases  (colica  flatulejita),  worms,  and  cold  (coki 
feet).  Colic  may  be  caused  also  by  the  milk  of  nursing  mothers 
whose  psychical  condition  is  altered.  Colic  sometimes  apjiears 
as  a  pure  neurosis,  caused  by  as  yet  unknown  processes  in  the 
intestinal  nervous  system.  It  also  may  be  purely  hysterical  in 
character.  Earely  colic  is  produced  by  poisoning,  e.g.,  lead,  as 
by  cleaning  the  drinking  utensils  with  shot  or  sucking  a  nip[)le 
the  rubber  of  which  contains  lead.  Colic  develops  suddenly, 
often  during  apparently  the  best  of  health,  and  disappears  after 
a  shorter  or  longer  time.  Tlie  duration  depends  upon  the  time 
required  to  get  rid  of  the  gases  or  stool.  During  an  attack  the 
patient's  face  is  spasmodically  drawn  and  bathed  with  cold 
sweat.  The  child  refuses  food,  cries  out  continuously,  and 
draws  its  legs  upon  the  abdomen.  The  pulse  is  small  and  the 
extremities  cold.  In  small,  very  excitable  children  the  reflexes 
spread  to  the  central  organs,  and,  as  a  result,  there  are  twitch- 
ing, convulsions,  conui,  and  sometimes  a  fatal  termination.  As 
a  rule,  the  termination  is  not  quite  as  unfavorable,  but,  on  the 
contrary,  the  colic  usually  ceases,  especially  under  suitable 
treatment.  Heat,  either  in  the  form  of  fomentation,  rubbing 
of  the  abdomen  with  warm  oil,  or  drinking  of  chamomile  or 
peppermint  tea,  is  a  very  efficient  remedy.  This  must  be  pre- 
ceded, of  course,  by  rapid  evacuation  of  the  flatus  or  stool, 
which  is  best  accomplished  by  mer^s  of  warm  water  irrigations, 
followed  by  a  few  doses  of  calomel.  If  the  colic  does  not  cease, 
small  doses  of  opium  act  best.  This  drug  need  not  be  dreaded 
except  in  very  weak  children.  Sometimes  extractum  belladonnie 
by  mouth  or  in  suppositor}^  tinctura  moschi  (4  to  5  drops  every 
half  hour),  or  spiritus  setheris  nitrosi  (5  to  10  drops  every  half 
hour)  act  well.     After  cessation  of  the  cohc  strict  diet  should 
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be  ordered,  and  calomel  with  bismuth  and  magnesium  carbonate 
to  disinfect  the  bowels.  In  purely  nervous  colic,  bromid,  and, 
in  convulsions,  enemata  with  chloral  hydrate,  are  to  be  given. 

Enteritis  (Intestinal  Catarrh)  usually  affects  young  infants, 
and  is  caused  by  the  same  injurious  intluences  which  give  rise 
to  dyspepsia  (q-v.).  Sometimes  the  latter  serves  as  an  etiolog- 
ical factor.  In  other  cases  the  enteritis  may  be  primary,  and 
often  later  be  associated  with  a  disease  of  the  stomach,  result- 
ing in  gastro-enteritis.  In  older  children  enteritis  is  caused 
chiefly  by  chemical  and  bacterial  irritants  in  the  food,  and  also 
b}^  mechanical  (e.g.,  foreign  bodies)  and  atmospheric  (getting 
wet,  '^'^  catching  cold'^)  influences.  Enteritis  also  occurs  sec- 
ondarily to  other  affections,  such  as  measles,  scarlatina,  typhoid, 
pneumonia,  bronchitis,  sepsis,  uremia,  rachitis,  syphilis,  etc. 
The  chief  symptom  of  enteritis — in  this  form  of  the  disease  the 
small  intestine  is  most  frequently  involved — is  diarrhea.  The 
number  of  stools  varies,  but  is  always  larger  than  in  normal 
condition.  The  feces  are  usually  expelled  wdth  noise,  owing 
to  the  fact  that  enteritis,  like  any  other  catarrh,  is  manifested 
mainly  by  an  increase  of  mucous  secretion.  This  gruel-like  to 
liquid  stool  contains,  aside  from  normal  masses  of  feces,  undi- 
gested remnants  of  food,  and  more  or  less  mucus  in  the  form 
of  shreds  or  small  clumps.  As  already  stated,  the  diarrhea  is 
frequently  associated  with  gastric  symptoms,  such  as  meteorism 
and  colic.  Enteritis  usually  develops  gradually  with  or  without 
slight  remittent  fever.  Some  cases  of  enteritis  begin  acutely 
with  high  fever  and  even  eclamptic  attacks.  This  is  usually  the 
case  with  catarrh  of  the  large  intestine  (enteritis  folliciilaris), 
in  which,  in  addition  to  the  catarrh,  ulcerative  processes  readily 
develop.  The  stools,  which  are  passed  with  severe  tenesmus  and 
colic,  often  lose  the  fecal  character  and  consist  chiefly  of  masses 
of  mucus  and  blood  or  pure  blood.  The  prognosis,  especially  in 
young  children  debilitated  by  other  diseases,  or  in  those  with  a 
dyscrasia,  is  more  serious  than  in  catarrh  of  the  small  intestine, 
which  usually  rapidly  subsides  under  energetic  methods  of 
treatment.  Generally  every  case  of  enteritis  must  from  the 
beginning  be  looked  upon  as  seiMous,  as  the  mesenteric  glands 
are  very  apt  to  become  swollen  and  caseated,  and  its  chronicity 
is  apt  to  prove  fatal  per  se.    Owing  to  the  prolonged  loss  of  vital 


DISEASES  OF  THE  DIGESTU'E  SYSTEM!.  139 

fluids,  the  remittent  fever,  etc.,  the  patients  become  pale,  flabby, 
and  emaciated,  prolapsus  recti  and  edema  set  in,  and  a  condition 
of  complete  atrophy  gradually  supervenes. 

In  jjrimary  enteritis  ])articular]y  it  is  of  vital  importance 
immediately  and  thoroughly  to  investigate  the  cause,  which  is 
usually  found  in  the  mode  of  feeding,  and  to  suitably  correct 
the  latter,  without  which  recovery  is  impossible.  In  older  chil- 
dren also  strict  diet  is  of  primary  importance.  Oruel-soup,  rice, 
barley,  acorn-cocoa,  bilberry  dessert  [somatose|,  red  wine, 
bhick  tea,  and  cognac  only  should  be  given  for  a  long  time.  All 
foods  which  are  digested  with  dithculty  and  easily  ferment 
should  be  avoided,  even  at  a  later  period.  In  acute  cases  a 
purgative  (calomel  or  oleum  ricini)  is  best.  In  cases  in  which 
thin  stools  have  existed  for  some  time  immediate  administration 
of  an  infusion  of  ipecacuanha  with  opium;  the  latter  in  powder 
form  in  combination  with  bismuth  subnitrate  [orphol  or  derma- 
tol]  is  also  iiulitated;  or  the  latter  in  combination  with  pulvis 
Doveri.  iVlso  a  decoction  or  tincture  of  radix  Colombo  or  cor- 
tex cascarilla3  is  of  service.  Very  useful  also  are  the  prepara- 
tions of  tannin  |  tannigen,  tannopin]  instead  of  tannin  itself, 
and,  in  acute  febrile  enteritis,  quinin  tannate.  In  chronic 
cases,  notably  in  follicular  enteritis,  silver  nitrate  and  lead  ace- 
tate are  to  be  administered.  Also  irrigations  of  the  bowels 
with  200  cubic  centimeters  of  lead  acetate  (5  to  1000),  alum,  or 
tannin  solution  (*^0  to  1000  |  ov  to  Oij  |)  are  also  of  value. 

Cholera  Nostras  (see  page  231). 

Dysentery  (see  page  2 '^4). 

Fatty  Diarrhea  is  a  term  used  by  Demme  and  Biedert, 
among  others,  to  designate  a  symptom-complex  which  in  addi- 
tion to  symptoms  of  dyspepsia  is  characterized  by  the  passage 
of  copious,  acholic,  fatlike,  glistening,  and  very  fatty  stools. 
Biedert  attributes  it  to  duodenal  catarrh,  which  impedes  the 
entrance  of  the  saponifying  secretions  (bile,  pancreatic  juice) 
into  the  intestines.  According  to  recent  observations,  the  fat- 
content  of  the  feces,  however,  is  so  variable  even  in  the  healthy 
infant,  and  especially  in  those  suffering  from  diarrhea,  that  it 
is  not  advisable  to  lay  special  stress  upon  the  increased  fat- 
content.  Henoch,  therefore,  does  not  concede  to  it  a  separate 
place,  but  maintains  that  it  belongs  simply  to  dyspepsia  (q.v.). 
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Ileus  (Obstruction  of  the  Bowels)  in  children  is  almost 
identical  with  intestinal  intussusception.  Incarcerated  hernia, 
peritonitic  adhesions,  scybala  and  other  foreign  bodies  (in  one 
case  impaction  of  roundworms),  tumors  and  scars  in  the  intes- 
tine or  its  vicinity  (compression),  and  trauma  {e.g.,  blow  in  the 
abdomen)  may  also  lead  to  ileus  whether  by  simple  obstruction 
of  the  lumen  of  the  bowels  or  by  pulling,  axis  rotation,  and  in- 
vagination of  the  bowels  (volvulus).  The  latter  condition  is 
sometimes  congenital  and  a  result  of  fetal  peritonitis,  encroach- 
ment by  Meckel's  diverticulum,  etc.  The  children  thus  affected 
live,  however,  only  a  few  days. 

The  SYMPTOMS  and  treatment  of  ileus  are  identical  with 
those  in  the  adult.  [Full  doses  of  atropine  are  said  to  act 
splendidly. — Sheffield.] 

Typhlitis,  Perityphlitis,  and  Appendicitis.  —  These  affec- 
tions are  quite  frequent  in  children.  They  have  occasionally 
been  observed  in  sucklings,  but  are  comparatively  rare  in  chil- 
dren under  2  years  of  age.  Eetention  of  feces,  foreign  bodies 
(such  as  fruit  pits),  etc.  [acute  catarrhal  inflammation — e.g., 
influenza — Sheffield]  ;  trauma  {e.g.,  blow^s  in  the  abdomen) ; 
too  brisk  exercises,  as  in  the  gymnasium,  are  the  most  promi- 
nent etiological  factors. 

The  symptomatology  of  these  affections  is  the  same  in 
children  as  in  adults,  except  that  pain  is  very  often  absent  in 
children.  It  may  be  emphasized  that,  in  the  beginning  of  the 
disease,  when  the  tumor  and,  perhaps,  also  the  other  symptoms 
are  not  sufficiently  characteristic, — especially  as  the  child  is 
generally  incapable  of  localizing  the  pain,  if  present, — incorrect 
diagnoses  are  not  infrequently  made,  and  prove  momentous  to 
the  patient.  Indeed,  if  dyspeptic  symptoms  predominate,  such 
cases  are  only  too  often  diagnosed  as  simple  gastric  catarrh 
with  constipation,  and  carelessly  combated  with  cathartics! 
Too  often  ileus  is  diagnosed,  and  accordingly  treated  with  high 
enemas !  It  is  therefore  important  always  carefully  to  examine 
the  region  of  the  vermiform  process  whenever  a  child  complains 
of  "  bellyache,^'  etc.  According  to  Karewski,  many  children 
have  premonitory  signs,  consisting  of  constantly  recurring  dys- 
pepsia, for  months  and  years  which,  perhaps,  indicate  the  ex- 
istence of  a  simple  appendicitis!   In  such  children  or  in  those 
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with  an  hereditary  diathesis, — for  there  is  surely  a  congenital 
disposition  to  typhlitis, — or  in  children  who  once  suft'ered  from 
typhlitis,  such  a  warning  should  particularly  be  borne  in  mind. 
If  the  child  is  not  operated  upon,  the  region  of  the  appendix 
often  remains  a  locus  minoris  resislentice  for  life,  and  a  gross 
error  in  diet,  brisk  exercise  in  gymnastics,  etc.,  may  re-excite 
the  inflammatory  process.  Sometimes  the  first  symptom  of 
typhlitis  is  referred  to  the  bladder  (strangury). 

It  is  important  to  arrive  at  a  diagnosis  as  early  as  possible, 
and  immediately  to  adopt  an  energetic  method  of  treatment, 
such  as  absolute  rest;  fluid,  bland  diet;  ice  locally;  internally 
large  doses  of  opium  [?].  Under  these  circumstances  the 
prognosis  is  generally  good,  except,  of  course,  in  septic  gan- 
grenous cases,  in  which,  owing  to  rapid  perforation,  even  im- 
mediate operation  often  proves  futile.  On  the  other  hand,  the 
prognosis  is  always  dubious  if  the  case  is  neglected.  In  this 
event  there  is,  as  in  adults,  an  extension  of  the  process  to  the 
peritoneum;  the  previously  circumscribed  process  becomes  dif- 
fuse, frequently  ends  in  perforation,  etc.;  and  an  operation, 
which  is  usually  attended  by  a  very  high  mortality,  is  the  only 
remedy  left. 

Regarding  early  operation,  the  opinions  of  clinicians  and 
podiatrists  differ  greatly  from  those  of  surgeons.  The  former 
refer  to  their  experience,  which  shows  that  very  many  cases, 
even  those  with  pus  formation,  very  frequently  recover  spon- 
taneously under  internal  medication;  that  in  children  espe- 
cially unexpected  changes  for  the  better  in  apparently  hopeless 
cases  are  by  no  means  rare  (Baginsky).  On  the  other  hand, 
surgeons  lay  stress  upon  the  dangers  attending  procrastination; 
declare  that  recoveries  without  operation  are  only  apparent,  in- 
asmuch as  diseased  foci  alwa3^s  remain  which  sooner  or  later 
become  a  source  of  danger  (frequent  recurrences  and  other  af- 
fections at  the  diseased  focus,  such  as  tuberculosis),  while  the 
surgeon  radically  removes  the  diseased  focus.  It  is  often  very 
difficult  for  the  practitioner  to  decide  whether  or  not  he  should 
adopt  the  expectant  plan  of  treatment  or  recommend  operation. 
If  serious  symptoms  persist, — e.g.,  persistence  of  the  abscess 
notwithstanding  internal  medication,  etc., — it  is  advisable  not 
to  depend  upon  spontaneous  recovery,  as  siich  delay  may  rendet 
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an  operation  nseless.  On  the  other  hand,  even  in  apparently 
hopeless  eases  the  ph3^sician  should  not  remain  idle,  since  even 
here  surprisingly  good  results  are  sometimes  obtained  by  op- 
eratiou. 

Should  an  operation  be  performed  in  diffuse  peritonitis 
during  shock  ?  Karewski  is  of  the  opinion  that  in  such  cases  an 
error  in  diagnosis  is  readily  made,  inasmuch  as  severe  local  in- 
flammation sometimes  produces  diffuse  and  radiating  pain,  and 
that  the  symptoms  in  these  cases  usually  subside  in  twenty-four 
hours.  He,  therefore,  advises  delay  until,  as  is  quite  possible, 
encapsulation  has  occurred.  On  the  other  hand,  if  the  acute 
symptoms  persist,  an  operation  is  imperative.  The  author  ad- 
vises operation  in  all  cases  with  partial  retrogressive  exudation 
and  recurrent  attacks,  as  the  mortality  after  an  operation  is 
7iiL  [An  operation  is  always  indicated  between  the  attacks, 
and  the  sooner  it  is  done  the  better. — Sheffield.] 

Intestinal  Invagination  (Intussusception)  is  a  particularly 
frequent  disease  of  childhood,  especially  of  babies,  notably  in 
the  first  few  months  of  life.  Invagination  of  the  cecum  and  a 
portion  of  the  lower  part  of  the  ileum  into  the  colon  is  called 
cecal  or  ileo-cecal  intussusception.  That  in  which  the  ileum 
passes  through  the  cecal  valve  without  invagination  of  the 
colon  is  called  ileo-colic  intussusception.  The  first  variety  is 
usually  observed  in  children  under  1  year  of  age.  Intestinal 
invagination  usually  affects  children  w^ho  have  previously  been 
perfectly  well.  Apparently  in  the  best  of  health  the  child  sud- 
denly shrieks,  becomes  restless,  tos'ses  from  side  to  side,  and 
presents  all  the  S3^mptoms  of  a  sudden  colic.  With  severe 
tenesmus,  stools  of  blood  or  blood  and  mucus,  later  chiefly  blood, 
are  passed.  Restlessness  increases.  The  very  feeble,  pros- 
trated patient  begins  to  vomit.  The  abdomen  is  very  painful 
and  tympanitic.  Often  a  circumscribed,  more  or  less  hard, 
^^  sausage-shaped  "  tumor  is  felt  in  the  abdomen  and  sometimes 
also  a  rounded,  convex  tumor — the  invaginated  portion — is  also 
felt  in  the  rectum.  If  not  remedied,  the  vomiting  grows  worse 
[sometimes  stercoraceous],  the  abdome'n  more  distended,  col- 
lapse more  pronounced,  and  the  patient  dies,  after  from  two  to 
four  days,  during  the  latter  (also  with  convulsions).  Spontane- 
ous improvement  and  recovery  by  spontaneous  reduction  of  an 
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invaglnated  part  is  exceptional  and  most  frequent  in  older  chil- 
dren. Sometimes  there  is  improvement  after  the  first  severe 
attack:  the  vomiting,  meteorism,  tenesmus,  and  bloody  stools 
cease,  but  the  diarrliea  (mucous  masses)  continues  and  the 
colicky  pain  now  and  then  returns.  After  a  few  days  a  piece  of 
gangrenous  intestine  is  discharged  j^er  aiium  and  gradual  im- 
provement takes  place.  In  this  process  the  opposed  serous 
layers  of  the  gut  become  adlierent,  the  invaginated  portion  of 
the  intestine  strangulated,  venous  stasis  takes  place  and  is  fol- 
lowed by  gangrene.  Often,  again,  this  is  followed  by  a  ])ro- 
longed  state  of  sickness,  and  finally  a  fatal  issue.  This  process 
is  always  associated  with  danger  of  perforation  and  peritonitis, 
and  many  patients  succumb  to  it. 

The  PROGNOSIS  is  therefore  always  doubtful,  notably  in  the 
first  year  of  life,  when  the  tendency  to  a  violent  course  is  espe- 
cially great.  Spontaneous  reduction  of  the  intestinal  invagina- 
tion, which  is  rare,  can  never  be  depended  upon.  Separation 
of  the  gangrenous  slough  is  fraught  with  great  danger. 

As  soon  as  the  condition  is  diagnosed  it  is  therefore  advis- 
able immediately  to  employ  therapeutic  measures — i.e.,  to  at- 
tempt artificial  reduction  of  the  invaginated  bowel  by  copious 
injections  of  cool  water  [rather,  warm  water — 100°  to  101°  F.] 
into  the  bowels  or  by  air  insufflations  with  the  aid  of  taxis. 
Both  procedures  are  to  be  carried  out  very  carefully  with  grad- 
ually increased  pressure  to  avoid  perforation  of  the  intestine. 

To  relieve  symptoms:  narcotics,  especially  opium,  for  the 
pain;  ice-water  and  lavage  for  the  vomiting.  If  these  measures 
are  not  followed  by  marked  improvement  in  the  condition 
within  a  few  hours,  immediate  laparotomy  is  indicated,  and,  if 
performed  early  before  adhesions  have  formed, — may  occur 
within  twenty-four  hours,  render  reduction  very  difficult,  and 
greatly  affect  the  general  condition,^ — is  accompanied  by  very 
favorable  results.  [For  inflation  an  ordinary  hand  bellows  with 
a  catheter  attached  is  to  be  used.  It  is  best  done  very  gently 
under  anesthesia,  and  should  be  tried  only  for  about  fifteen 
minutes.  For  the  water  injections  an  ordinary  fountain  syr- 
inge, suspended  about  five  feet  above  the  patient's  bed,  answers 
the  purpose.  The  escape  of  the  fluid  from  the  rectum  is  pre- 
vented by  pressing  the  buttockg  tightly  together.     Occasional 
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inversion  may  be  practiced  in  both  procedures.  Eecurrence  of 
intestinal  invagination  is  not  rare. — Sheffield.] 

Acute  Peritonitis  occurs,  even  in  the  newl}^  born  infant, 
usually  as  a  result  of  septic  and  pyemic  processes  (puerperal  in- 
fection). As  a  rule,  it  aj)pears  in  conjunction  with  disease  of 
the  umbilical  cord,  such  as  inflammation  of  the  umbilical  ves- 
sels, etc.  The  symptoms  are  then  so  complicated  by  severe  con- 
stitutional manifestations  that  it  is  usually  impossible  to  make  a 
diagnosis  during  life.  Acute  peritonitis  is  occasionally  caused 
by  rupture  of  the  bowels  during  birth,  congenital  atresia  of  the 
bowels,  and  sometimes  also  by  syphilis.  In  older  children  acute 
peritonitis  not  infrequently  develops  after  infectious  diseases, 
such  as  scarlatina,  particularly  in  scarlatinal  nephritis,  morbilli, 
diphtheria,  erysipelas,  and  typhoid  without  perforation.  Peri- 
tonitis after  perforation  of  abdominal  organs  is  less  frequent 
in  children  than  in  adults,  owing  to  the  fact  that  perforation  is 
not  very  common  in  typhoid,  and  other  etiological  factors,  such 
as  ulcer  of  the  stomach,  are  only  exceptionally  met  in  children. 
Perityphlitis  (q.v.)  is  the  most  frequent  cause,  but  acute  peri- 
tonitis sometimes  develops  from  rupture  of  diphtheritic  or 
dysenteric  intestinal  ulcers,  and  even  a  severe  attack  of  enteri- 
tis. Intestinal  invagination  also  may  produce  the  disease  in 
question;  the  same  is  true  of  lesions  caused  by  foreign  bodies 
(scybala).  Sacculated  peritoneal  abscesses  (pelvic  emp^^ema) 
are  also  occasioned  by  traumatism,  such  as  a  blow,  fall  upon  the 
abdomen,  contusion,  e.g.,  while  practicing  gymnastics.  Peri- 
tonitis occasionally  follows  gonorrheal  vulvo-vaginitis.  In  some 
cases  no  distinct  cause  can  be  detected,  under  which  circum- 
stances the  peritonitis  is  usually  attributed  to  a  "  cold.''^  As  to 
the  etiological  factor,  the  mystery  is  in  part  elucidated  by 
Weichselbaum,  who  in  a  few  instances  found  the  pneumococcus 
as  the  exciter  of  acute  peritonitis;  quite  often  the  bacterium 
coli  is  responsible. 

The  SYMPTOMS  of  acute  peritonitis  in  children  are  not  al- 
ways as  characteristic  as  in  adults.  Severe  enteric  processes 
are  particularly  apt  to  be  mistaken  for  peritonitis.  Quite 
typical  clinical  cases  are,  however,  not  rare.  It  begins  with  se- 
vere pain  and  vomiting  (the  latter  symptom  is  not  constant!)  ; 
rapid  distension  of  the  abdomen  (which  is  often  very  hard^ 
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tense,  and  very  sensitive);  sometimes  distinctly  demonstrable 
exudation;  high  fever,  especially  in  the  first  few  days;  very  fre- 
quent, small  pulse;  scanty  urination  and  often  complete  anuria; 
pinched  face  (collapse),  etc. 

The  PROGNOSIS  is  dubious.  It  is  very  bad  in  the  newly  born, 
but  it  is  also  otherwise  dangerous.  Traumatic  peritonitis  offers 
the  most  favorable  prognosis.  In  favorable  cases  improvement 
usually  sets  in  within  from  one  to  two  weeks,  with  gradual  de- 
crease in  the  intensity  of  the  symptoms.  Occasionally,  the  pus 
breaks  through  the  umbilicus,  and  more  rarely  through  the 
rectum.  Early  application  of  ice,  arrest  of  intestinal  peristalsis 
(by  small  doses  of  opium),  in  addition  to  very  careful  and 
strengthening  diet  and  administration  of  analeptics,  may  save 
many  cases.  Otherwise  laparotomy  must  be  considered.  This 
procedure  has  often  proved  successful. 

Chronic  Peritonitis,  with  exception  of  the  tubercular  vari- 
ety (see  further),  is  rare.  There  certainly  exists  a  chronic, 
serous,  nontubercular  peritonitis  which  is  often 'obscure  in  its 
etiology  and  sometimes  caused  by  traumatism  (kick  in  the  ab- 
domen, etc.)  and  also  by  acute  ])eritonitis  (q.v.).  Chronic  peri- 
tonitis usually  runs  a  very  slow  and  latent  course.  It  is  often 
manifested  only  by  gradually  increasing  ascites,  while  the  gen- 
eral condition  of  health  is  frequently  but  very  slightly  altered. 
The  intestinal  function  remains  normal  and  the  sensitiveness  is 
very  slight.  Sometimes,  however,  a  nodular  thickening  of  the 
intestinal  walls  develops  which  may  be  mistaken  for  tumors 
(sarcoma).  The  prognosis  is  doubtful,  with  a  tendency  to  re- 
covery. 

Treatment. — Puncture — to  be  repeated  several  times  if 
necessary — and,  if  ineffectual,  laparotomy,  which  usually  leads 
to  recovery,  should  be  resorted  to. 

Intestinal  Ulcers  develop  in  many  diseases  of  the  intestinal 
mucous  membrane,  thus:  in  intestinal,  especially  follicular, 
catarrh,  tuberculosis  of  the  intestine  (see  "  Tuberculosis  of  the 
Lower  Bowels^'),  intestinal  syphilis,  dysentery  [amebic],  and 
typhoid.  Duodenal  ulcers  are  frequently  met  in  melena  neona- 
torum and  burns. 

The  TREATMENT  consists  in  removal  of  the  primary  disease ; 
strict  diet;    attention  to  individual  symptoms,  such  as  pain. 
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diarrhea,  etc. ;  small  doses  of  opium  with  bismuth,  lead  acetate, 
tannin,  tannalbin,  and  the  like. 

[The  proctoscope  and  microscope  are  often  of  great  diag- 
nostic value.  Protracted  cases  of  intestinal  ulceration  are  best 
treated  by  means  of  daily  .high  intestinal  irrigations  (through  a 
colon  tube)  with  a  V^  to  ^/.^  per  cent,  of  silver  nitrate  solution, 
followed  by  irrigation  with  salt  solution.  Later,  the  silver  solu- 
tion can  be  alternated  with  an  emulsion  containing  iodoform, 
oij;   bismuth  subnitrate,  gss;   olive-oil,  Oj. — Sheffield.] 

Intestinal  Syphilis  is  very  rare,  but  has  been  observed  even 
in  the  newly  born  infant.  It  is  manifested  either  in  the  form 
of  gummatous,  ring-shaped  indurations  of  the  muscles  and 
mucous  membrane  surrounding  and  constricting  the  lumen  of 
the  small  intestines  and  chiefly  resembling  Peyer's  patches,  or 
in  the  form  of  condylomatous  neoplasms  and  ulcerations  of  the 
mucous  membrane.  Cell  infiltration  of  the  small  arteries  is  the 
lesion  in  question,  and  is  said  to  cause  obliteration  and  anemic 
necrosis.     [Soe  also  "  Syphilis."] 

Chylous  Cysts. — Until  1898  but  two  cases  of  chylous  cysts, 
affecting  old  people,  were  observed.  In  that  year  Sarwey  re- 
ported a  case  of  chylous  cysts,  with  milky  contents,  in  a  girl  11 
years  old,  which  were  situated  between  the  stomach  and  trans- 
verse colon.  They  were  covered  by  the  posterior  layer  of  the 
peritoneum  and  reached  the  anterior  abdominal  wall  after  per- 
forating the  gastro-colic  ligament.  The  true  nature  of  the 
fluid  was  disclosed  by  laparotomy  and  extirpation  (with  final 
recovery).  Rosenheim  saw  a  case  of  ileus  in  a  child  4  years  old 
in  whom  autopsy  revealed  a  volvulus  in  the  small  intestine 
caused  by  mesenteric  cysts  filled  with  chyle. 

Abdominal  Tumors  are  usually  sarcomatous  in  character 
and  often  assume  enormous  dimensions,  involving  especially  the 
kidney  (q-v.).  They  may,  however,  arise  from  any  part  of  the 
abdominal  cavity  (even  the  pancreas).  Multiple  lymphosarco- 
mas are  quite  often  encountered.  Sarcomata  may  also  originate 
from  the  connective  tissue  and  glands  of  the  peritoneal  and 
retroperitoneal  space  as  well  as  from  the  pelvis.  Medullary 
and  fungous  sarcomata  occur  in  the  peritoneum  and  in  the 
pelvis;  lymphomas  may  arise  from  the  retroperitoneal  glands 
and  reach  high  up  in  the  abdominal  cavity.    Bergman  success- 
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fully  extirpated  one  osteochondroma  weighing  one-half  kilo- 
gram in  a  girl  11  years  old.  Hagenbach  removed  a  large  carci- 
noma of  tlie  pelvic  cellular  tissue  from  a  child  11  months  old. 
Abdominal  tumors  may  be  mistaken  for  enlargement  of  the 
spleen  and  liver,  sacculated  abscesses  in  the  peritoneal  cavity, 
inflammatory  thickening  of  the  intestinal  walls  (chronic  peri- 
tonitis), or  for  hemorrhages  in  the  abdominal  wall,  particularly 
of  the  recti  muscles,  occurring,  e.g.,  during  typhoid  or  in 
traumatism.  (See  also  tumors  of  the  bladder,  stomach,  intes- 
tine, kidneys,  etc.) 

Ascaris  Lumbricoides  (Roundworm). — This  worm  is  cylin- 
drical, brownish  to  I'cddish  gray  in  color,  transversely  striated, 
and  resembles  the  earthworm  in  form.  It  is  of  considerable 
size  (females  up  to  four  liundrcd  milHmeters;  males  half  that 
size),  and  tapers  toward  the  extremities.  The  mouth,  with 
three  lips,  is  situated  at  tlie  very  end  of  the  body.  The  eggs, 
wdiich  are  elliptical  structures  covered  by  small,  pointed  pro- 
tuberances aiul  envcl()[)('d  in  a  thick,  closely  striated,  roughened 
capsule,  reach  the  human  small  intestine  from  the  ground  or 
with  the  water,  fruit,  and  vegetables.  An  enormous  number 
of  these  worms  is  found  in  this  location  without  giving  rise  to 
any  symptoms.  On  the  other  hand,  they  are  often  dangerous 
to  life  when  a  large  number  of  them  coil  up  and  obstruct  the 
lumen  of  the  intestine  (the  tumor  is  sometimes  palpable)  or  give 
rise  to  ileus.  As  a  rule,  not  many  worms  are  present,  and  hence 
no  symptoms,  so  that  the  diagnosis  is  not  made  until  some  eggs 
or  worms  are  passed  with  or  without  feces.  The  ascaris  some- 
times migrates  into  the  stonuich  (causing  nausea  and  vomiting), 
the  esophagus  and  pharynx,  and  from  here  into  the  larynx 
(danger  of  suffocation  [relieved  by  turpentine])  ear,  nose,  and 
even  into  the  lacrymal  duct.  Steffen  found  a  worm  in  the 
tracheotomy  tube  of  a  diphtheritic  child  who  had  been  trache- 
otomized  and  had  a  sudden  recurrence  of  stenosis.  Koebel  re- 
ports a  case  of  a  child  suffering  from  purulent  otitis  media,  in 
whom  a  worm  perforated  the  drum  and  appeared  in  the  external 
meatus.  The  ascarides  rarely  perforate  the  intestinal  wall  (see 
"Worm  Abscess").  In  Archambault's  case  they  perforated  the 
stomach.  They  may  creep  into  the  ductus  choledochus  or  liepat- 
icus,  occlude  them,  and  give  rise  to  icterus  and  hepatic  abscess. 
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[They  may  also  enter  the  appendix  (Caille's  case).]  A  pale 
complexion,  dark  rings  under  the  eyes,  fcetor  ex  ore,  itching  of 
the  nose  and  general  urticaria,  colic,  headache,  dizziness,  languor, 
apathy,  chills,  dilated  pupils,  and  exstatic  conditions  are  symp- 
toms very  suggestive  of  worms.  Some  authorities  claim  to  have 
observed  neuroses,  eclampsia,  epilepsy,  chorea,  contractures,  tris- 
mus, amaurosis,  and  strabismus.  With  such  a  varied  symptom- 
atology the  examination  of  the  stools  for  worms  or  their  ova  is 
always  advisable.  Of  course,  positive  findings  do  not  prove  that 
the  worms  are  responsible  for  all  these  manifestations. 

Ascarides  are  readily  expelled  by  the  administration  of 
santonin  [with  calomel] . 

Worm  Abscess  probably  never  exists.  It  was  formerly 
thought  that  ascarides  perforated  the  intestines,  produced  peri- 
tonitis, and  escaped  with  evacuation  of  the  pus.  It  is  true  that 
worms  are  sometimes  found  in  such  abscesses;  but  the  worms 
undoubtedly  made  use  of  a  pre-existing  intestinal  defect  (fol- 
licular, tubercular,  etc.,  ulceration)  around  which  a  circum- 
scribed pus  collection  had  already  formed,  so  that  they  directly 
entered  the  abscess.     [See  "Appendicitis."] 

Teniae  [Tapeworms]  frequently  occur  in  children  (also  in 
conjunction  with  oxyuris  and  ascaris),  usually  at  an  age  when 
raw  meat  is  consumed.  Tenia  mediocanellata  develops  from  eat- 
ing beef;  it  is  usually  several  yards  long,  provided  with  four 
anterior  suckers.  Tenia  solium  is  caused  by  hog-meat;  it 
is  also  several  yards  long,  with  four  anterior  suckers  and  one 
proboscis  surrounded  by  a  circle  of  hooks.  Teniae  are  also  ob- 
served in  children  w^ho  eat  no  meat,  and  even  in  nurslings. 
Tenia  elliptica,  s.  cucumerina,  a  thin  and  small  worm  only  ten 
to  thirty  centimeters  long,  develops  from  swallowing  dog-ticks 
that  infest  the  hair  of  dogs  and  cats.  As  a  rule,  tapeworms 
give  rise  to  no  symptoms  and  are  not  detected  until  segments 
(proglottides)  are  from  time  to  time  passed  with  or  without 
feces,  particularly  after  eating  herring  or  bilberries.  They 
may,  however,  cause  nausea,  gastric  and  intestinal  colic,  diar- 
rhea, tenesmus,  itching  of  the  legs,  ravenous  hunger,  water 
brash,  etc.  Expulsions  of  the  worms  should  not  be  undertaken 
until  the  child  is  over  1  year  of  age  and  not  until  the  expelled 
segments    are   seen   by    the   physician    himself.      The    parents 
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cannot  be  relied  on,  because  they  blame  worms  for  everything 
and  desire  to  have  them  removed. 

Treatment. — The  day  before  a  purgative  should  be  given 
and  the  diet  restricted  to  fluids,  followed  by  eating  of  herring 
and  onions  in  the  evening.  The  next  morning  the  child  is  al- 
lowed some  sweet  coffee  and  the  tapeworm  remedy  is  then  ad- 
ministered. Extract  of  male  fern  [Merck]  is  the  safest  and 
best  remedy,  but  also  pomegranate  root,  kousso,  kamala,  or 
pelletierin  tannate  may  be  given.  If  the  bowels  do  not  move 
after  an  hour,  a  purgative  should  be  administered.  The  expul- 
sion of  the  worm  should  for  some  time  be  followed  by  the  ad- 
ministration of  enemas  of  water  every  two  hours.  If  only  a 
part  of  the  tapeworm  has  passed  through  the  anus  and  the 
other  part  remains  inside,  it  is  not  to  be  carelessly  pulled  down, 
but  rather  fixed  to  the  buttocks  by  means  of  sticking  plaster, 
and  forced  out  by  the  administration  of  another  cathartic  or 
by  enemas. 

Cysticercus. — These  small  vesicular  bodies,  which  develop 
from  the  ova  and  tenia  solium,  are  observed  also  in  children, 
especially  in  the  brains  of  children  from  5  to  10  years  of  age  or 
younger.  Soltmann  described  multiple  vesicles  in  the  cerebrum 
of  a  boy  1  year  old.  They  are  always  solitary.  These  small 
structures  usually  do  not  produce  local  symptoms,  but  rather 
diffuse,  meningeal  disturl)ances.  Cysticercus  has  also  been  ob- 
served in  the  posterior  chamber  of  the  eye  and  under  the  skin 
of  the  eyelid,  occasionally  also  beneath  the  mucous  membrane 
of  the  mouth  and  in  the  phalanges,  in  which  location  a  clinical 
picture  resembling  that  of  spina  ventosa  developed. 

Oxyuris  Vermicularis  (Round-,  Seat-,  Thread-,  or  Pin-  worm) 
is  a  white  worm  about  nine  to  ten  millimeters  long  and  one  and 
one-half  millimeters  wide,  with  a  pointed,  tapering  tail.  The 
males  are  smaller  and  have  a  spindle-shaped  tail,  which  is 
coiled  upon  itself.  Its  chief  seat  is  the  rectum.  It  escapes  from 
here  with  or*  without  the  feces,  especiall}'  in  the  warm  bed,  and 
wanders  to  the  anus,  causing  itching  and  even  pain,  so  that  the 
children  are  often  rendered  frantic  by  the  irritation.  If  this 
occurs  every  evening  it  is  apt  to  be  mistaken  for  intermittens 
larvata.  The  worms  sometimes  migrate  to  the  vulva  and  excite 
vaginitis  and  onanism.    Further  migration  is  quite  improbable, 
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owing  to  rapid  desiccation  of  the  worm  outside  of  tlie  body. 
The  eggs  are  oval  in  shape,  flattened  on  one  side,  and  covered 
by  a  thin  shell.  The  worms  gain  entrance  into  the  month, 
nares,  in  skin  eruptions,  etc.,  from  soiled  fingers,  sponges,  and 
the  like.  In  the  same  manner  they  are  conveyed  from  brother 
to  sister  or  parents.  They  may  also  gain  entrance  by  swallow- 
ing desiccated  and  dispersed  feces.  Frequently  immense  num- 
bers of  them  are  formed  in  the  intestines.  Anemia,  exhaustion, 
excitability,  pavor  nocturnus,  etc.,  are  sometimes  sequelae  of 
oxyuris. 

The  TEEATMENT  must  be  continued  for  some  time  in  order 
to  kill  all  the  worms.  Medicated  enemas  are  usually  very  ef- 
fective. They  are  best  given  in  the  evening  and  retained  for  a 
long  time.  Any  of  the  following  preparations  will  answer  the 
purpose:  infusion  seminse  cinse  (from  10-15  to  100  [5iiss-iv  to 
giij])  ;  or  corrosive  sublimate  (0.005  to  100  [gr.  '^/^^  to  oiij])  \ 
naphthalin,  1.0,  to  olive-oil  (60.0  [gr.  xv  to  oij])  ;  garlic;  vinegar 
water  (Yg  vinegar)  [a  decoction  of  quassia  wood].  Internally, 
santonin  [and  calomel].  To  kill  the  ox}nirides  which  have  in- 
fested the  vagina:  sublimate  injections  (0.05  to  100  [gr.  y^  to 
5nj]).     To  relieve  itching  see  "Praritus.'^ 

Pruritus  Ani  is  due  chiefly  to  intestinal  worms,  and  must 
be  remedied  by  teniafuges  and  suppositories  of  santonin  (q.v.). 
It  is  caused  also  by  simple  constipation.  In  this  event,  regula- 
tion of  the  bowels  (laxatives).  To  relieve  itching:  unguentum 
hydrargyri  nitratis  should  be  applied  a  few  times  a  day. 

Prolapsus  Recti  is  very  frequently  met  in  children.  It  is 
either  congenital,  owing  to  weakness  of  the  sphincters,  or  ac- 
quired through  pressing  and  straining  (constipation,  diarrhea, 
pertussis,  oxyuris,  phimosis,  vesical  calculus,  or  constant  cry- 
ing). A  part  of  the  rectum,  rarely  the  mucous  membrane, 
almost  three  to  four  centimeters  in  length,  comes  down  during 
the  act  of  defecation  in  the  form  of  a  round  or  sausage-shaped, 
glistening  red  or  bluish-red,  frequently  bleeding  mass.  It 
either  returns  in  place  spontaneously  or  remains  outside,  and  is 
usually  easily  replaced  by  the  mother,  but  later  prolapses  again. 
The  trouble  is  often  of  years'  duration  before  being  seen  by  the 
physician.  The  prolapsed  portion  sometimes  becomes  the  seat 
of  catarrhal  or  even  diphtheritic  changes.  Otherwise  the  prog- 
nosis is  favorable  and  the  treatment  simple. 
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First,  reposition  should  be  tried;  in  severe  cases  preferably 
in  the  knee-elbow  position  or  even  under  narcosis.  Beginning 
with  its  central  part  the  prolapsed  portion  is  slowly  pushed  up 
into  the  anus  with  the  fingers  (wrapped  in  oiled  linen  cloths);  a 
thick  compress  of  absorbent  cotton  or  a  sponge  is  placed  over 
the  anal  orifice  and  the  nates  are  for  some  time  held  together 
with  a  bandage  or  adhesive  plaster.  To  prevent  recurrences  the 
patient  should  not  be  permitted  to  defecate  into  a  pot  placed 
upon  the  floor  [or  into  a  large  commode].  The  pot  should  be 
put  on  a  table  or  footstool  so  that  the  legs  of  the  child  hang 
down  loosely  and  hard  straining  is  avoided.  This  procedure 
will  sometimes  remedy  the  trouble  provided  etiological  factors 
are  removed.  Schmey  considers  every  prolapsus  recti  a  mani- 
festation of  rachitis,  and  claims  to  cure  every  case  by  the  ad- 
ministration of  phosphorated  codliver-oil.  In  stubborn  cases 
subcutaneous  injection  of  strychnin  (q-v.)  or  extract  of  ergot 
(q.v.)y  in  the  vicinity  of  the  anus,  or  repeated  painting  witli 
silver  nitrate,  5  per  cent.,  or  balsam  of  Peru  is  useful.  Rehn 
cures  prolapsus  recti  by  momentary  cauterization,  from  five  to 
eight  times,  of  tlie  margins  of  the  anal  mucous  membrane  with 
lunar  caustic,  to  be  repeated  once  every  five  days.  Where  these 
measures  fail  an  operation  which  consists  eitlier  of  excision  of  a 
few  folds  of  skin  at  the  anus  or  punetiform  or  linear  cauteriza- 
tion of  the  prolapsed  portion  with  the  Paquelin  must  be  re- 
sorted to.  [In  mild  cases  protrusion  of  the  bowel  may  be  pre- 
vented by  the  use  of  an  adhesive  strap,  two  or  three  inches  wide, 
placed  tightly  across  the  buttocks,  and  regulation  of  the  bowels. 
■ — Sheffield.] 

Polypus  Recti  is  not  very  often  observed  in  children. 
It  is  the  most  frequent  cause  of  bleeding  from  the  rectum. 
Eectal  hemorrhage  is  much  more  rarely  caused  by  melena 
neonatorum,  intussusception,  colitis,  d3^senter3^,  typhoid,  tumors 
(other  than  polypi),  ulcer  of  the  stomach,  and  hemorrhoids. 
Hemorrhage  is  the  first  and  only  symptom  of  a  rectal  polypus, 
and  if  it  occurs  in  girls  it  is  apt  to  be  mistaken  by  parents  or 
relatives  for  precocious  menstruation.  In  the  latter  event, 
however,  the  blood  stain  is  in  front,  while  in  a  rectal  polypus  in 
the  back  of  the  shirt.  The  bleeding  is  rarely  spontaneous,  but 
•usually  during  or  immediately  after  the  act  of  defecation.    The 
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blood  is  "usually  found  on  the  surface  of  tlie  feces,  and  never 
thoronghly  mixed  with  it.  A  few  drops  of  blood,  rarely  more, 
are  usually  passed,  sometimes  with  pain  and  tenesmus.  The 
polyp  occasionally  comes  down  during  defecation,  when  it  is 
usually  found  attached  to  the  rectum,  a  few  centimeters  above 
the  sphincter,  by  means  of  a  short  or  long  pedicle.  The  polyp 
appears  at  the  anus  as  a  dark-red  bean-  to  a  cherry-  sized  (rarely 
larger),  roundish  tumor  with  a  bleeding  surface.  It  usually,  but 
not  always,  re-enters  the  anus  immediately  after  defecation. 
Occasionally  there  are  several  polypi.  If  the  tumor  cannot  be 
seen  during  the  act  of  defecation,  recourse  should  be  had  to  a 
rectal  examination  in  knee-elbow  position.  Even  then,  how- 
ever, the  polyp  may  escape  observation  with  the  rectoscope  if 
its  pedicle  is  long.  [A  digital  examination  is  more  reliable. — 
Sheffield.] 

The  PROGNOSIS  is  favorable,  although  daily  recurrence  of 
even  slight  bleeding  is  apt  to  give  rise  to  anemia  and  debility. 
Demme  reports  recovery  from  eclamptic  convulsions  following 
removal  of  a  rectal  polyp.  Spontaneous  cure  sometimes  takes 
place  by  tearing  of  the  thin  pedicle  during  passage  of  hard 
feces.  Otherwise  operative  interference  is  indicated.  It  may 
be  clamped  off  with  tlie  fingers  or  pulled  down  with  thumb-for- 
ceps, ligated,  and  cut  off ;  or  the  galvanic  snare  may  be  em- 
ployed. 

Fissura  Ani  is  not  infrequent  in  children,  and  probably 
develops  as  a  result  of  trauma,  such  as  passage  of  hard  scybala. 
It  is  rarely  due.  to  congenital  syphilis.  The  fissure  causes  severe 
pain  and  violent  outbursts  of  crying  during  defecation.  After 
repeated  ineffectual  attempts  to  defecate  the  children  finally 
desist,  and  remain  constipated  for  several  days,  owing  to  reflex 
contraction  of  the  sphincter  ani  arising  from  the  anal  fissure. 
When  feces  finally  are  expelled  they  consist  of  stone-hard 
scybala,  at  times  mixed  with  bloody  mucus  or  a  few  drops  of 
clear  blood.  The  fissure  usually  becomes  larger  and  results  in 
a  true  circulus  vitiosus;  but  it  sometimes  remains  very  small, 
and  is  situated  so  high  that  a  very  careful  examination  is  re- 
quired to  reveal  it.  It  is  usually  remedied  by  a  few  applications 
of  silver  nitrate  stick,  an  ointment  of  silver  nitrate  (2  per  cent.) 
or  tannin  (1  to  20),  several  times  a  day,  in  conjunction  with  the 
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administration  of  purgatives.  Severe  pain  in  defecation  is  usu- 
ally relieved  Ijy  cocain.  In  aggravated  cases  the  painful  con- 
traction of  the  sphincter  is  relieved  mechanically  by  passing 
the  little  finger  into  the  rectum  and  partially  tearing  the 
sphincter  muscles  by  stretching.  Even  excision  or  splitting  of 
the  fissure  and  the  adjacent  portions  of  the  sphincter  may  be 
demanded. 

m  Balsami  Peruviani    0.4       (gtt.  vj). 

Ichthyolis 0.8        (gtt.  xij). 

Cocainae 0.016   {gr.  V4) • 

Olei  tlieobromati.s q.  s.  ut  ft.  suppos.  no.  vj. 

Sig.:  One  to  be  introdnced  into  the  rectum  twice  a  day. — Shef- 
field.] 

The  Liver. — Tlie  liver  is  very  large  in  the  newly  born  in- 
fant, but  soon  gradually  diminishes  in  size.  In  the  first  few 
years  of  life  the  lower  margin  of  the  liver  is  found  in  children 
deeper  than  in  adults.  Mistakes  in  diagnosis  are  therefore 
frequently  made  regarding  the  size  of  the  liver,  so  ihut,  e.g.. 
moderate  swelling  may  appear  much  more  pronounced.  Tlie 
cause  of  this  appearance  is  not  so  much  the  greater  development 
of  the  liver  as  the  relation  of  the  ribs  which  descend  laterally 
at  a  lesser  angle,  leaving  a  greater  portion  of  the  liver'exjiosed 
and  causing  tlie  margin  to  ap])ear  deeper. 

Icterus  Catarrhalis  is  not  a  rare  disease  of  childliood,  espe- 
cially in  children  over  3  years  of  age.  In  younger  children  it  is 
not  as  common,  notwithstanding  the  frequency  of  gastro-intes- 
tinal  affections  during  the  nursing  period.  The  symptoms  are 
the  same  as  in  adults.  The  onset  is  sometimes,  though  rarely, 
sudden,  with  high  fever,  apathy,  delirium,  headache  and  severe 
nausea,  tympanites,  and  foul  breath,  so  that  before  the  appear- 
ance of  the  jaundice  cerebral  disease  is  first  thought  of.  As  a 
rule,  in  the  beginning  as  well  as  during  the  course  of  the  disease 
the  fever  is  moderate  and  often  entirely  absent.  Aside  from 
icterus  and  enlargement  of  the  liver,  which  latter  can  sometimes 
be  ascertained  especially  on  percussion,  there  are  observed  ano- 
rexia, nausea,  languor,  tendency  to  somnolence,  change  in  the 
urine  (bile-stained)  and  stools  (scanty,  firm,  decolored,  gray, 
rarely  frequent,  fluid,  clayey,  and  fetid).  The  pulse  is  nsually 
not  retarded  in  small  children — from  100  to  120.    This  is  prob- 
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ably  due  to  the  readily  excitable  nervous  system,  sucli  as  fear 
during  the  examination.  In  phlegmatic  and  older  children 
retardation  is  almost  invariably  present. 

The  PROGNOSIS  is  good,  and  under  suitable  treatment  recov- 
ery usually  takes  place  within  eight  to  fourteen  days.  Treatment 
consists  of  rest  in  bed,  and  strict  diet — gruel  and  flour  soups, 
zwieback,  barley,  rice,  apple-sauce,  light  coffee,  cocoa,  etc.,  one- 
fourth  to  one-half  a  bottle  of  Wildunger  daily.  No  fat,  meat, 
or  milk  [and  no  eggs]  should  be  allowed  until  the  stools  begin 
to  regain  their  normal  color;  then  meat,  squab,  chicken,  spin- 
ach, and  eggs  can  gradually  be  added  to  the  diet.  Upon  disap- 
pearance of  the  icterus  gradual  return  to  milk  and  ordinary 
food  is  permissible.  Medicinally,  one  dose  of  calomel  in  the 
beginning,  and,  in  persistent  vomiting,  ice-water  and  calomel 
in  conjunction  with  bismuth  subnitrate;  also  infusion  of  senna. 
Henoch  recommends  early  administration  of  hydrochloric  acid, 
while  the  author  prefers  sodium  bicarbonate,  either  in  solution 
with  tincture  of  rhubarb  or  as  a  powder  with  magnesia  carbon- 
ate, powdered  rhubarb,  and  bismuth  subnitrate.  In  obstinate 
cases  Carlsbad  Miihlbrunnen,  from  2  to  4  tablespoonfuls  every 
three  hours  to  a  child  3  to  6  years  old,  or  "  sal  Carol,  factit.,^^ 
from  1  to  2  teaspoonfuls  to  tablespoonfuls  in  conjunction  with 
copious  irrigations  of  the  bowels  with  from  1  to  2  liters  of 
lukewarm  water  [saline  solution],  often  acts  splendidly. 

Hepatitis,  especially  interstitial  hepatitis  with  consecutive 
cirrhosis,  is  rare  in  childhood,  since  its  most  frequent  cause — 
alcoholism — is  comparatively  rare  in  children.  The  atrophic 
granulated  liver  in  the  form  of  cirrhosis  is  only  exceptionally 
observed.  Hypertrophic  cirrhosis,  which  usually  begins  with 
icterus,  palpable  splenic  tumor,  hemorrhages  (nose!),  and  very 
severe  ascites,  but  may  appear  without  any  clinical  manifesta- 
tions, is  more  frequently  observed.  The  prognosis  of  cirrhosis 
is  bad  and  its  course  usually  rapid.  Not  infrequently,  however, 
hepatitis  develops  during  the  course  of  infectious  diseases,  such 
as  scarlet  fever  and  measles,  and  is  manifested  by  icterus  with 
palpable  swelling  of  the  liver.  After  a  few  weeks  recovery 
takes  place,  or  very  rarely  the  hepatitis  persists  in  the  form 
of  interstitial  hepatitis  after  these  diseases  have  terminated. 
It  is  at  times  observed  also  in  heart  affections,  e.g.,  valvular 
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disease  and  myocarditis,  as  a  result  of  passive  congestion  in  the 
region  of  the  hepatic  veins.  Such  hepatitis  is  mild  in  nature. 
Syphilitic  hepatitis  is  much  more  frequent  than  these  varieties._ 
The  liver  in  these  cases  is  granulated  and  often  increased  in 
volume.  Tuberculous  hepatitis  is  not  rare.  It  is  due  either  to 
extension  of  the  inflammation  from  chronic  tubercular  affection 
of  the  peritoneum  to  the  porta  hepatis  and  from  there  onward, 
or  to  irritation  of  numerous  miliary  tubercles  in  the  liver  sub- 
stance. Clinically,  however,  the  symptomatology  is  generally 
obscured  by  that  of  chronic  peritonitis.  Sometimes,  especially 
in  children  of  from  5  to  12  years  of  age,  the  cause  of  the  hepa- 
titis cannot  be  learned.  Judging  from  the  failure  of  specific 
treatment  and  the  decided  benefit  derived  from  a  treatment  in 
Carlsbad,  the  condition  is  not  syphilitic  in  nature. 

Liver  Abscesses  are  rare  in  children,  except  in  the  newly 
born  infants  in  whom  it  is  septic  in  nature.  They  sometimes 
result  from  traumatism,  suppuration  of  hydatid  tumors,  in- 
vasion by  roundworms,  and  pyophlebitis  following  perityphliti.'^ 
and  extension  of  the  inflammation  through  the  inferior  mesen- 
teric vein.  Finally,  it  may  be  secondary  to  typhoid  or  to  sup- 
puration of  the  mesenteric  glands.  Sometimes  no  etiological 
factor  can  be  discovered. 

[SiMrxoMATOLOGY. — Cliills,  hcctic  fever,  tenderness  over 
the  liver,  marked  gastro-inlestinal  disturbance,  jaundice,  en- 
largement of  the  liver,  sometimes  fluctuation,  and  "pus"  on 
aspiration. 

TREATiirEXT. — Aspiration  or  incision  and  drainage. — Shef- 
field.] 

Liver  Atrophy. — Acute  atrophy  of  the  liver  sometimes  oc- 
curs in  older  children,  usually  from  4  to  7  years  of  age,  but  also 
in  younger  ones.  In  tlie  newly  born  it  is  septic  in  nature. 
Greves  has  reported  a  case  in  a  child  1  j^ear  old.  Anatomically 
and  clinically  it  does  not  differ  from  that  in  the  adult.  Treat- 
ment is  futile. 

Cholelithiasis  [Biliary  Calculi]  is  very  rare  in  children, 
but  has  been  observed  in  very  young  infants,  even  in  the  newly 
born.  The  treatment  is  the  same  as  in  the  adult.  According 
to  Jacobi,  the  continued  use  of  sodium  salicylate  for  months  is 
very  useful. 
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Tumors  of  the  Liver  are  rare  in  children.  Occasionally 
echinococcic  tumors  (q.v.)  and  sarcomas  are  seen,  more  rarely 
carcinomas  and  cavernons  angiomas. 

Echinococci  occur  also  in  children,  particularly  in  the  liver ; 
also  in  the  spleen,  kidneys,  lungs,  brain,  and  the  muscles.  The 
symptoms,  diagnosis,  and  treatment  are  the  same  as  in  adults. 

Fatty  Liver  is  not  rare  in  children.  It  is  but  rarely  mani- 
fested clinically  and  is  usually  unrecognized  until  a  postmortem 
examination.  It  is  frequently  a  sequel  of  infectious  or  exhaust- 
ing affections,  such  as  diphtheria,  scarlatina,  chronic  gastro- 
intestinal catarrh,  tuberculosis,  rachitis,  etc.,  but  is  also  due  to 
abuse  of  spirituous  liquors  and  to  unsuitable  feeding  (over- 
feeding!). 

In  the  TREATMENT  of  fatty  liver  the  etiological  factors 
must  first  be  looked  after  in  addition  to  the  administration  of 
Carlsbad  mineral  water  and  "sool"  baths. 

Affections  of  the  Pancreas  may  originate  from  congenital 
syphilis  (gummata),  general  amyloid  degeneration,  and  sec- 
ondarily to  tuberculosis  and  tumors  of  the  stomach,  intestines, 
liver,  and  spleen.     Primary  sarcomas  are  very  rare. 

The  DIAGNOSIS  is  almost  never  made  until  postmortem. 


IX. 
Disorders  of  Nutrition* 


Pedatrophy  is  a  disease  claiming  an  unusually  large  num- 
ber of  victims  among  nurslings,  especially  up  to  6  months  of 
age.  It  occurs  particularly  among  artificially  fed  children,  but 
also  in  breast-fed,  especially  among  those  reared  in  poverty. 
Sometimes  pedatrophy  proper  is  preceded  by  digestive  disturb- 
ances of  a  dyspeptic  nature,  and  also  by  diarrhea.  This,  how- 
ever, is  not  necessarily  the  case,  for  it  often  happens  that  these 
digestive  disturbances  are  improved  or  cured  when  the  ped- 
atrophy sets  in.  It  first  manifests  itself  by  arrest  and  early  loss 
of  body-weight  of  the  chikl  notwithstanding  good  feeding:  also 
in  those  who  are  well  cared  for  in  institutions  or  hospitals. 
This  diminution  of  weight  continues,  the  childre^n  become  grad- 
ually paler  and  thinner,  and  finally  pass  into  a  condition  of  com- 
plete atrophy  presenting  a  terrible  sight.  Thus,  deeply  sunken 
cheeks  and  eyes;  pointed  nose  and  chin;  sunken  fontanelles; 
retracted  abdomen ;  pitiful  expression ;  senile  folds  and  wrin- 
kles in  the  face;  the  trunk  and  extremities  are  mere  skin  and 
bones ;  the  breathing  is  superficial  and  short  and  the  pulse  bad. 
The  child  is  apathetic,  and  only  now  and  then  whines  pitifully. 

The  ETIOLOGY  of  this  appalling  wasting  is  still  shrouded  in 
mystery  except  in  cases  which  naturally  decline  in  nutrition  as 
a  result  of  acute  and  chronic  gastro-enteritis,  syphilis,  tuber- 
culosis, and  inanition  {''Engelmacherinen,"  "baby  farming"). 
In  many  cases  faulty  feeding  seems  to  play  a  role.  By  dissec- 
tion and  researches  upon  metabolism  Baginsky  demonstrated 
that  the  power  of  assimilation  of  the  intestines  in  these  children 
is  unusually  diminished,  and  that  some  parts  of  the  bowels  pre- 
sent atrophic  patches,  which  explain  this  disturbed  assimilation 
and  hence  reveal  the  cause  of  pedatrophy.  Others,  again,  at- 
tribute it  to  intestinal  autointoxication.  Czerny  endeavored 
to  show  that  "in  addition  to  other  symptoms  pedatrophy  orig- 
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inates  from  acid  intoxication,  essentially  of  fats  of  the  food  con- 
sumed, and  from  i]] creased  excretion  of  ammonia.  Finally,  some 
attribute  it  to  a  micro-organism — an  assumption  which  has  but 
little  foundation.  Indeed,  a  number  of  children  suffering  from 
pedatrophy  do  succumb  to  complications  of  an  infectious  na- 
ture, namely:  furunculosis,  phlegmons,  colicystitis,  pyelone- 
phritis, acute  enteritis,  otitis  purulenta,  and  pneumonia.  Death 
occurs,  however,  from  this  gradual  wasting  also  without  these 
complications.  These  complications  are  certainly  secondary, 
but  they  do  much  to  hasten  death,  which  is  otherwise  (unex- 
pectedly) a  very  slow  process.  The  children  usually  die  from 
exhaustion.  This  lethal  condition,  however,  persists  for  a  long 
time,  and  the  patients  vegetate  sometimes  for  weeks  and 
months  until  they  are  finally  relieved  by  death.  Some  children 
recover  even  in  the  advanced  stages  of  the  disease,  provided 
Nature  is  assisted  by  a  radical  change  in  the  manner  of  living. 

Good  air,  good  food, — especially  breast-milk,  but  also  arti- 
ficial feeding,  if  everything  is  most  carefully  looked  after, — and, 
chiefly,  removal  of  the  patient  from  poverty  will  save  many 
children.  Various  nurseries  and  foundling  asylums  are  often  a 
blessing  in  this  direction.  Henoch  recommends  Tokay  wine 
(from  20  to  30  drops  three  or  four  times  a  day)  and  aromatic 
baths;  chief  reliance,  however,  must  be  placed  upon  nutrition 
and  good  nursing.  It  has  already  been  mentioned  that  all  these 
factors  unfortunately  fail  in  the  majority  of  cases. 

Athrepsia  was  considered  by  Parrot  a  distinct  disease,  but 
Henoch  looks  upon  it  as  a  form  of  pedatrophy.  Owing  to  the 
young  age  and  the  miserable  hjgienic  environment  of  his  pa- 
tients. Parrot  observed  particular  rapidity  of  the  process  and 
various  complications  which  have  no  connection  with  the  atro- 
phy itself. 

Barlow's  (Moeller's)  Disease  was  formerly  mistaken  for 
scorbutus  and  rachitis  ("acute  rachitis ^^).  It  has  recently  been 
demonstrated,  however,  that,  although  it  greatly  resembles 
scorbu.tus  and  not  rarely  affects  rachitic  children,  it  is  neither 
one  nor  the  other,  but  a  specific  disease.  Its  etiology  is  as  yet 
quite  obscure.  It  affects  children  from  4  months  to  3  years  of 
age.  Suddenly,  or  after  several  days  of  malaise  or  digestive  dis- 
turbance^ the  patients  object  to  being  touched  and   scream 
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lustily,  especially  when  the  lower  extremities  are  handled. 
Motion  very  soon  ceases  spontaneously  in  the  lower  extremities, 
and  at  the  diaphysis  of  one  or  both  femurs  or,  more  rarely  in 
the  lower  part  of  tlie  leg  or  upper  extremities,  there  appear 
spindle-shaped,  colorless,  smooth,  nonfluctuatiiig  swellings  sur- 
rounding the  bone.  These  tumefactions  are  hematomas  be- 
tween the  periosteum  and  bone.  In  old  cases  the  periosteum  at 
times  produces  new  bone  tissue.  It  is  almost  constantly  asso- 
ciated with  foetor  ex  ore;  spongy  swelling  of  the  gums,  if  teeth 
are  present;  and  a  tendency  to  bleed  from  the  gums  and  also, 
though  more  rarely,  from  other  organs,  such  as  the  nose,  intes- 
tines, and  kidneys.  Sometimes  there  is  bleeding  also  from 
beneath  the  periosteum  of  the  frontal  bone,  within  the  eyelids, 
and  into  the  retrobulbar  tissue  (protrusion  of  eye!).  Some- 
times there  is  also  purpura,  edema,  albuminuria,  and  at  times 
irregular  fever  (more  rarely  104°  F.  and  over),  but  it  is  quite 
regularly  associated  with  severe  anemia;  at  times  marked  dis- 
turbance of  the  general  system,  prostration,  pronounced  muscu- 
lar debility,  diarrhea,  etc.,  are  seen.  Cases  of  bone  fractures 
and  separation  of  the  epiphyses  have  been  recorded. 

.Barlow's  disease  has  often  ended  fatally.  The  prognosis 
is,  nevertheless,  generally  good,  provided  suitable  treatment  is 
instituted  early,  and  a  complete  cure,  with  the  exception  of  an 
occasional  hyperostosis,  is  quite  certain  to  occur  within  a  few 
months.  Although  Barlow's  disease  was  in  a  few  instances  as- 
sociated with  infectious  diseases  (especially  pertussis)  it  seems 
to  be  caused  by  faulty  nutrition,  such  as  prolonged  use  of  ster- 
ilized milk  and  artificial  foods. 

Treatment. — Feeding  demands  chief  and  prompt  atten- 
tion. Feeding  with  mothers'  milk  or  fresh  cows'  milk  (or  heated 
only  from  five  to  ten  minutes).  Fresh  lemon-  or  orange-  Juice 
(a  few  spoonfuls  daily),  in  older  children  beef-juice,  soup,  some 
potato  'puree,  carrots,  spinach,  etc.  Good  air.  Medicinally, 
fresh  beer  yeast  has  often  proved  effective  (1  teaspoonful  five 
or  six  times  daily),  probably  owing  to  the  nuclein — organic  com- 
pound of  phosphoric  acid — it  contains.  Decoction  of  cinchona 
[ferrosomatose]  may  be  tried. 

Local  treatment  to  remove  the  hematomas:  rest,  ice,  and 
finally  incision. 
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To  improve  the  condition  of  the  gums :  washing  with  tinc- 
ture of  myrrh  1  to  10^  or  1-per-cent.  solution  of  silver  ni- 
trate, etc. 

Scorbutus. — [Scurvy  presents  the  following  symptoms: 
General  weakness  and  lassitude.  The  skin  is  dry,  rough,  and  of 
a  muddy  pallor;  the  face  pale  and  bloated.  Swelling  and  spongi- 
ness  of  the  gums  with  great  tendency  to  bleed  and  an  exceed- 
ingly offensive  breath.  Looseness  of  the  teeth,  hemorrhages 
from  mucous  surfaces,  and  extravasations  of  blood  within  and 
beneath  the  skin.  The  lips  are  pale,  which  is  in  striking  con- 
trast to  the  redness  of  the  gums;  the  eyes  are  sunken  and  sur- 
rounded by  dark-blue  circles. 

Hemorrhages  occur  from  the  stomach,  mouth,  bronchial 
tubes,  intestinal  canal,  and  vagina.  The  skin  is  dry  and  rough, 
resembling  that  of  a  plucked  fowl.  Edema  of  the  face  and 
ankles  are  not  infrequent.  Depression  of  the  spirits  is  charac- 
teristic. Palpitation  and  dyspnea  on  exertion.  The  urine  is 
high  colored,  speedily  becoming  fetid. 

The  patient  usually  longs  for  fresh  vegetables  and  fruits. 
— Sheffield.]  The  view  at  present  held,  that  by  scorbutus  in 
children  is  understood  Barlow^s  disease  (q.v.)  only,  is  decidedly 
incorrect.  Typical  scorbutus,  which  fully  corresponds  with  the 
clinical  picture  observed  in  adults,  occurs  also  in  children,  but 
is  quite  rare.  It  is  caused  by  bad  hygiene  and  food,  and  is 
associated  also  with  infectious  diseases. 

[As  to  the  TKEATMENT  of  scorbutus,  see  "Barlow^s  Dis- 
ease"]. 

Amyloid  Degenerations  are  not  rare  in  children.  They 
are  manifested  by  glandular  suppurations  and  other  ulcerative 
processes,  similar  to  those  of  scrofula,  tuberculosis,  and 
syphilis.  Some  attribute  this  degenerative  process  to  rachitis. 
Baginsky  refers  it  merely  to  unfavorable  hygienic  conditions. 
Pathogenesis,  etc.,  are  the  same  as  in  adults.  As  a  rule,  the 
liver,  kidneys,  and  spleen  are  simultaneously  involved.  The 
latter  is  generally  affected  first. 

Treatment,  is  usually  ineffectual.  In  syphilis  only  some 
benefit  is  obtained  from  syrup  of  the  iodid  of  iron. 

Rachitis  (The  "  English  Disease,"  Kickets)  is  a  very  preva- 
lent general  affection  of  childhood  with  a  predilection  for  the 
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bony  framework.  Owing  to  diminution  of  certain  bone  salts 
there  is  abnormal  softening  of  the  bones  and  incomplete  ossifi- 
cation of  the  new  osseous  tissue  which  is  in  excess.  The  causa- 
tion of  the  process  is  as  yet  doubtful,  and  very  diiferent  the- 
ories are  being  promulgated  concerning  its  origin.  The  theory 
that  rachitis  is  due  to  insufficient  consumption  of  calcium  with 
the  food,  and  that  of  Pommer,  which  attributes  rachitis  to  ab- 
normal metabolism  influenced  by  the  central  nervous  system 
(abnormal  intermediate  products  of  oxidation  circulating  in  the 
blood),  are  obsolete. ' 

Among  the  newer  theories  may  be  mentioned  the  infection 
theory  of  Hagenbach  and  that  of  Kassowitz.  The  latter  theory 
attributes  rachitis  to  an  inflow  of  plasma  resulting  from  abnor- 
mal vascularization,  which  impedes  the  formation  of  calcium. 
This  inflammatory  irritative  process  is  produced  by  an  agent 
circulating  in  the  blood  which  is  produced  by  bad  air  and  local- 
izes especially  at  the  points  of  growth  of  the  bones — points  of 
transition  of  the  epiphyses  to  the  diaphyses.  This  theory  has 
much  in  its  favor.  It  is  certain  that  the  development  of  rachitis 
is  influenced  by  defective  hygienic  conditions,  whether  in  regard 
to  the  care  of  the  skin,  feeding  (excess  of  amylacea,  too  long 
nursing  at  the  breast  or  overfeeding),  dwelling  (damp,  insuf- 
ficiently lighted,  moldy),  or  air. 

According  to  Kassowitz,  vitiated  air  is  the  dominant  factor 
in  the  development  of  rachitis.  His  rachitis  curves  show  the 
highest  frequency  of  this  disease  toward  the  end  of  winter, 
after  the  children  had  during  the  cold  weather  almost  continu- 
ously remained  indoors  and  inhaled  vitiated  air,  and  the  loAvest 
at  the  end  of  summer. 

Wachsmuth's  theory,  which  is  considered  very  plausible  by 
Heubner,  combines  the  respiratory  and  alimentary  injurious 
influences.  Proper  secretion  of  calcium  in  the  growing  bones 
depends  upon  two  conditions :  1.  The  presence  of  mature  carti- 
lage-cells, upon  the  activity  of  which  the  splitting  up  of  calcium 
albuminates  in  the  tissue  fluids  depends.  2.  Absence  of  CO^ 
in  quantities  sufficient  to  keep  the  lime  salts  soluble  in  the  tis- 
sues. In  badly  ventilated  rooms  there  is  an  excess  of  COo  in  the 
air,  causing  overloading  of  the  blood  with  CO2.  In  dyspepsia 
there  is  also  an  accumulation  of  COg  in  the  blood,  since  the  ex- 
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cessive  quantity  of  lactic  acid  produced  by  abnormal  fermenta- 
tion is  finally  decomposed  into  CO2  or  is  absorbed  as  such  from 
the  intestines.  Overloading  of  the  blood  and  tissues  with  CO2 
prevents  the  secretion  of  calcium  at  the  zones  of  ossification; 
furthermore,  the  obnoxious  substance  circulating  in  the  blood 
causes  a  contraction  of  the  arteries,  with  consecutive  hyperemia 
of  the  veins  and  capillaries;  so  that  the  cartilage-cells  cannot 
develop  to  that  extent  upon  which  depends  their  chemical  ac- 
tivity. Children  even  of  the  best  of  circles  sometimes  suffer 
from  rachitis.  Probably  an  hereditary  disposition  (syphilis!) 
and  also  climatic  conditions  play  a  role.  Not  infrequently 
rachitis  develops  in  conjunction  with  chronic  diseases,  such  as 
bronchial  catarrh,  chronic  pneumonia,  and  diarrhea,  probably 
as  a  result  of  infection  by  pathogenic  micro-organisms,  such  as 
streptococci^  bacterium  coli,  etc.,  which  circulate  in  the  blood 
and  localize  in  the  bone.  Indeed,  recently  toxic  influences  have 
frequently  been  looked  upon  as  etiological  factors. 

Eachitis  is  most  frequently  observed  in  children  from  2  to 
3  years  of  age.  The  first  symptoms,  however,  are  manifested 
much  earlier.  There  is  a  congenital  form,  of  rachitis  the  first 
symptoms  of  which  appear  soon  after  birth.  Even  fetal  cases 
of  rickets  are  recorded,  and  in  contrast  to  it  also  a  variety 
known  as  racliitis  tarda,  in  which  the  S3rmptoms  remain  latent 
until  the  children  are  from  6  to  10  years  of  age.  All  these  cases 
are  very  rare. 

Symptomatology. — The  skull  is  large  in  size,  the  fore- 
head broad  and  very  prominent  in  profile  (frons  quadrata) 
owing  to  excessive  bony  deposit  at  the  frontal  protuberances. 
The  parietal  bones  project  markedly.  The  fontanelles  (q.v.) 
remain  open  for  a  long  time,  often  up  to  the  age  of  2  or  3  years. 
There  is  also  gaping  of  the  sutures.  The  cartilaginous  edges 
remain  soft.  The  squamous  portion  of  the  occiput  is  extremely 
soft  (cranio-tdbes),  often  so  soft  as  to  permit  indentation,  elicit- 
ing a  crackling  sound  similar  to  that  of  parchment.  The  hair 
often  disappears  in  this  place,  owing  to  rubbing  of  the  parts 
back  and  forth  on  the  pillow  as  a  result  of  pain. 

The  lower  jaw  assumes  a  more  polygonal  shape.  The  in- 
cisors are  therefore  close  to  each  other  in  a  straight  line,  and 
the  lateral  portions  of  the  jaw  turn  in  a  straight  line  and 
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diverge  somewhat  backward.  The  border  of  the  lower  jaw  is 
directed  somewhat  outward,  the  alveolar  edge  more  inward, 
while  the  whole  jaw  is  turned  on  its  frontal  axis,  causing  a  con- 
vergence of  the  teeth.  The  alteration  in  the  upper  jaw  is  less 
conspicuous.  There  are  usually  elongation  of  the  longitudinal 
axis  and  often  asymmetry  of  the  upper  jaw.  The  teeth  appear 
late  (often  the  first  tooth  does  not  appear  until  the  second 
year!),  at  irregular  intervals  and  in  irregular  order,  and  are 
deficient  in  enamel,  so  that  the  teeth  soon  become  yellow, 
streaked,  blackish,  brittle,  etc. 

The  thorax  is  very  tender  (patients  cry  when  handled)  and 
abnormally  curved.  There  is  acute  angular  infraction  of  the 
clavicles.  Rachitis  is  also  manifested  by  nodular  swellings  of 
several  ribs  at  the  junction  of  the  osseous  and  cartilaginous 
portions  on  both  sides  of  the  thorax,  producing  a  chain  of  swell- 
ings which  runs  from  within  upward  and  from  without  down- 
ward— '^rachitic  rosary  J'  In  thin  children  these  swellings  are 
visible,  otherwise  only  palpable.  The  sides  of  the  thorax  are 
flattened,  the  sternum  is  prominent,  as  in  birds, — ''chicl'en 
hreast"  ("pectus  carinatum'),  so  that  the  internal  space  of 
the  thorax  (diameter  from  the  right  to  the  left  smaller)  is  nar- 
roYv^  and  the  lower  border  of  the  ribs  sometimes  bent  outward; 
axis-rotations  and  infractions  of  the  ribs  and  asymmetry  of  both 
halves  of  the  thorax  are  also  observed. 

The  extremities  are  greatly  involved  in  rachitis.  Pain  usu- 
ally marks  the  beginning.  The  patients  learn  to  stand  or  walk 
with  difficulty,  or  "  forget  ^^  how  to  do  so.  There  are  nodular 
thickenings  at  the  epiphyses  of  the  radius  and  ulna.  In  severe 
cases  the  hand  is  separated  as  if  by  a  furrow — '^double  Jimhs.'^ 
The  diaphysis  of  these  bones  is  curved  convexly  toward  the  ex- 
tensor surface  or  angularly  infracted,  caused,  as  in  the  majority 
of  the  other  bone  defonuities,  by  traction  of  the  muscles  upon 
the  softer  bones.  There  are  also  curvatures  of  the  tibia  and 
fibula  at  their  diaphyses  (bowlegs)  and  epiphyses  (genu  valgum 
and  varum),  as  well  as  curvatures  and  infractions  of  the  hu- 
merus and  femur;  also  backwardness  of  longitudinal  growth, 
great  mobility  of  the  joints,  and  tendency  to  infractions. 

Eachitis  of  the  vertebral  column  is  manifested  by  dorsal, 
bow-shaped  kyphosis  and  scoliosis  (disappear  on  extension — i.e.j 
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when  the  patients  are  placed  flat  upon  the  abdomen  and  the  legs 
are  slightly  raised),  associated  with  compensatory  lordosis  of 
the  lumbar  region.  The  outlet  and  cavity  of  the  rachitic  pelvis 
are  narrowed  antero-posteriorly,  owing  to  sinking  of  the  sacral 
promontory  and  lordosis  of  the  lumbar  portion  of  the  vertebral 
column. 

All  of  these  alterations  are  not  observed  in  every  case.  In 
mild  cases  the  changes  are  restricted  to  individual  bones  (rachi- 
tis of  the  cranium  and  ribs  occurs  earliest  and  most  constantly) 
and  often  barely  noticeable.  For  instance,  the  teeth  may  ap- 
pear in  time  and  remain  intact;  the  extremities  may  be 
straight;  abnormalities  of  the  cranium  absent,  etc.  The  gen- 
eral health  is  sometimes  undisturbed;  there  is  often,  however, 
anemia,  emaciation,  and  flabbiness  of  the  skin  and  muscles. 
According  to  Comby,  the  muscles  of  the  legs  particularly  are 
weak — '^  pseudoparaplegia '' ;  the  difficulty  in  walking  is  prob- 
ably also  a  result  of  this.  Not  infrequently  glandular  swellings 
are  present.  According  to  recent  investigation,  the  latter 
symptom  is  due  rather  to  other  causes,  such  as  tuberculosis,  skin 
affections,  and  gastro-intestinal  diseases.  Such  causes,  there- 
fore, must  always  be  looked  for,  especially  the  possible  presence 
of  gastro-intestinal  disturbance,  as  they  may  be  very  important 
factors  in  the  mode  of  feeding.  Among  other  sjmiptoms  of 
rachitis  the  following  may  be  mentioned :  Enlargement  of  the 
liver  and  spleen;  hyperidrosis,  particularly  of  the  occiput; 
sometimes  obstinate  diarrhea ;  spherical  enlargement  of  the  ab- 
domen as  a  result  of  meteorism;  prolapsus  recti;  appalling 
shortness  of  breath  (due  to  alterations  of  the  thorax  just  de- 
scribed), and  tendency  to  bronchial  catarrhs,  which  are  very 
obstinate,  and  often  result  in  pneumonia,  atelectases,  and  tuber- 
culosis, and  end  fatally.  With  such  complications  fever  is 
present;  otherwise  rachitis  is  free  from  fever.  Several  other 
diseases  pursue  a  worse  course  in  rachitis  than  in  healthy  chil- 
dren. Finally,  not  infrequently  spasm  of  the  glottis  (q.v.)  and 
eclampsia  develop.    Epstein  observed  cataleptic  conditions. 

With  such  complications  the  peognosis  is  always  dubious; 
otherwise  rachitis  is  not  dangerous  to  life,  although  it  runs  a 
very  chronic  course.  Spontaneous  recovery  is  frequent.  Chil- 
dren often  outgrow  the  disease,  and  very  pronounced  curva- 
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tures  of  the  extremities  often  partially  or  entirely  disappear 
without  treatment.  Such  deformities  as  "chicken  breast/^ 
curvature  of  the  spine,  contracted  pelvis,  abnormally  shaped 
cranium  and  jaws,  etc.,  often  remain  and  may  persist  through- 
out life. 

Treatment. — In  mild  cases  dietetic  and  hygienic  measures 
often  suffice.  Good  food,  chiefly  milk,  bouillon,  eggs,  wine,  and 
later  meat;  also  artificial  nutrient  preparations,  which  are  rec- 
ommended in  anemia  (q.v.) ;  malt  preparations,  malt  beer,  etc.; 
good  air;  airy,  sunny,  dry,  and  spacious  dwellings;  outdoor 
life;  mountains  and  country;  still  better,  sea;  care  of  the  skin, 
etc.  The  children  should  not  be  allowed  to  stand  or  walk  too 
early,  except  they  themselves  attempt  to  do  so.  Sleeping  on 
hard  mattress,  sea-salt  baths  from  two  to  three  times  a  week, 
and  malt  (2  pounds)  or  "moor"  baths  (Mattonis's  moor  salt,  V2 
pound)  are  of  assistance.  The  extremities  of  the  child  sliould 
be  strengthened  by  rubbing  them  with  flannel  rags  while  in  the 
bath.  Patients  in  comfortable  circumstances  sliould  be  sent  to 
summer  resorts.  Internally,  codliver-oil  (especially  in  winter). 
In  the  beginning  of  rachitis  iron  is  quite  efficient,  such  as  tinc- 
ture of  the  chlorid  of  iron;  lactate  of  iron,  syrup  of  the  iodid 
of  iron;  also  artificial  blood  preparations,  such  as  liemol  [hemo- 
gallol],  hematogen  [forrosomatose],  etc.  Ivassowitz,  among 
many  others,  including  the  author,  saw  good  results  from  phos- 
phorus (q.v.),  especially  phosphorated  codliver-oil,  not  only  for 
the  nervous  symptoms,  but  for  the  rachitis  itself.  Eecently 
(^Heubner)  thyroidin  [iodothyrin]  as  well  as  myelen  have  often 
been  administered  with  success.  For  the  curvatures,  etc.,  re- 
course must  be  had  to  orthopedic  and  surgical  procedures. 
Nothing  energetic,  however,  should  be  undertaken  in  this  direc- 
tion up  to  the  sixth  year  of  life,  as  marked  spontaneous  im- 
provements often  occur  during  this  period. 

Osteomalacia  is  a  morbid  softening  of  the  bone  due  to  a 
marked  diminution  in  the  proportion  of  lime  salts.  It  is  en- 
demic in  certain  localities.  The  majority  of  authorities  den}^ 
that  typical  osteomalacia  ever  occurs  in  children.  On  the  other 
hand,  Eehn  and  von  Eecklinghausen  believe  it  positively  to  be 
the  case,  and  recently  Siegert  has  observed  a  clear  case,  and 
besides  found  3  more  positive  cases  in  literature.     Of  the  4 
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cases,  3  were  girls;  3  previo"asly  suffered  from  rachitis,  which 
was  cured.  This  alone  speaks  against  the  assumption  that 
rachitis  tarda  was  dealt  with,  for  relapses  never  occur  in  ra- 
chitis! All  patients  persisted  in  a  totally  infantile  liabitus  and 
never  menstruated.  They  died  at  the  age  of  from  16  to  19 
years.  Tlie  disease  began  when  they  were,  respectively,  10,  13 
(2),  and  15  years  old,  and  ended  fatally  in  three  instances  after 
three  years  and  in  one  after  six  years.  The  spontaneous  frac- 
tures in  the  lower  extremities,  wliicli  were  present  in  all  cases 
and  began  with  severe  pain,  are  responsible  for  the  shortening 
of  the  length  of  the  body.  [The  gait  of  the  patient  is  either 
uncertain  or  tottering  (hobbling)  or  characterized  by  short, 
painful  steps.  Osteomalacia  differs  from  rachitis  inasmuch  as 
it  does  not  produce  swelling  of  the  epiphyses  or  changes  in  the 
bones  of  the  head  and  face.  Phosphorus  should  be  tried  also  in 
this  condition. — Sheffield.] 

Adipositas,  excessive  in  character,  occurs  also  among  chil- 
dren, even  in  the  newborn  [see  ^^BuhFs  Disease ''].  (Case  of 
Heubner,  1896:  child  at  birth  weighed  15  pounds;  after  eight 
months,  39  pounds). 

Treatment. — Thyroid  gland  substance  [iodothyrin]  is  ct 
times  effective.  The  nutrition  is  to  be  rationally  regulated  by 
early  restriction  of  hydrocarbons  and  fats,  especially  in  cases 
with  an  hereditary  disposition.  Systematic  exercise,  gym- 
nastics, and  massage. 

The  prognosis  is  moderately  favorable  in  the  infant.  Adi- 
positas usually  reaches  its  acme  in  the  first  year  of  life  and  very 
rarely  persists.  Adipositas  developing  in  children  beyond  that 
age  is  usually  very  obstinate  in  nature  and  may  persist  through- 
out life.  Children  with  adipositas,  especially  if  it  is  associated 
with  anemia,  succumb  readily  to  intercurrent  diseases,  and  the 
debility  becomes  very  pronounced  even  in  the  absence  of  fatty 
degeneration  of  the  heart.  The  latter,  of  course,  often  leads  to 
death. 


Contagious  and  Infectious  General  Diseases, 


Influenza. —  [La  Grippe  is  an  acute,  infectious,  contagious, 
sporadic,  and  epidemic  disease  due  to  Pfeifiter's  bacillus.]  Influ- 
enza readily  affects  children  of  every  age,  and  generally  presents 
the  same  symptoms  in  them  as  in  adults.  Xervous,  cerebral, 
and  gastro-intestinal  symptoms  usually  predominate,  but  catar- 
rhal symptoms  also  are  frequently  observed,  partly  alone  and 
partly  in  conjunction  with  the  other  manifestations  just  men- 
tioned. Influenza  does  not  appear  quite  as  suddenly  in  chil- 
dren as  in  adults,  but  comparatively  frequently  it  is  preceded  by 
prodromata,  such  as  languor,  anorexia,  etc.,  accompanied  by 
more  or  less  sudden  rise  of  temperature,  often  vomiting,  and 
in  small  children  sometimes  also  convulsions.  The  other  symp- 
toms then  appear  in  more  or  less  rapid  succession.  Frequently 
the  gastro-intestinal  symptoms  are  so  severe  as  to  suggest  ty- 
phoid. In  other  cases  the  nervous  symptoms  are  so  predomi- 
nating that  the  presence  of  meningitis  is  suspected.  There  are 
also  mild  cases  which  end  in  from  twenty-four  to  forty-eight 
hours,  and  severe  ones  which  last  eight  days  and  longer,  with 
fever  and  grave  symptoms.  Sometimes  influenza  runs  a  very 
protracted  course  and  persists  for  weeks  or  months.  This  is 
especially  common  in  children.  Generalh^  children  with  strong 
constitutions  and  free  from  other  diseases  are  less  severely  af- 
fected than  weak,  anemic,  rachitic,  pr  scrofulous  children.  The 
latter  often  succumb  to  influenza  or  suffer  for  a  long  time  with 
the  sequelae,  which  consist  especially  of  intense  debility.  Tu- 
berculosis readily  develops  in  such  children.  Indeed,  lung  com- 
plications form  the  chief  danger  in  this  disease.  There  may  be 
capillary  bronchitis,  pneumonia,  and  pleurisy.  Other  complica- 
tions are  not  rare  in  influenza,  foremost  of  them  being  otitis 
media,  encephalitis,  meningitis,  paralysis,  neuralgias,  neuritis 
[and  cardiac  disturbances].     Influenza  has  a  special  predilec- 

(167) 


168  PRACTICAL  PEDIATRICS. 

tion  for  hemorrhagic  processes;  so  that  hemorrhage  in  various 
organs — e.g.,  hemorrhagic  encephalitis  or  plenritis,  hemorrhage 
from  the  ear,  intestines,  skin,  etc. — is  met  either  as  complica- 
tions or  sequelae. 

Such  accidents  may  occur  even  in  perfectly  healthy  chil- 
dren during  the  course  of  an  attack,  and  render  the  prognosis 
unfavorable,  which  is  entirely  good  in  uncomplicated  cases.  If 
such  complications  supervene  in  individuals  with  a  dyscrasia, 
the  influenza  often  manifests  a  fatal  tendency,  especially  if 
immediate  and  energetic  treatment  is  not  instituted. 

Influenza  is  by  no  means  to  be  neglected.  Even  in  mild 
attacks  the  children  must  be  put  to  bed  for  a  few  days,  and  kept 
warm  and  on  a  light  diet.  Sweating  is  sometimes  very  effective. 
Later  the  treatment  must  be  directed  against  individual  S3^mp- 
toms:  Thus,  for  the  fever  and  nervous  manifestations  hydro- 
therapeutic  procedures  are  instituted,  and  antipyrin,  phenac- 
etin,  salophen,  salipyrin,  etc.,  administered.  In  coexistence  of 
catarrhal  or  gastro-intestinal  disturbances  the  author  combines 
these  remedies  with  Dover's  powder.  Complications,  etc.,  are 
treated  as  they  arise. 

[Diagnosis. — The  diagnosis  of  influenza  is  easy  during  an 
epidemic,  but  quite  the  reverse  in  its  absence.  " Colds''  and 
gastro-intestinal  disorders  being  of  such  o'rdinary  occurrence 
among  children  that  influenza  is  generally  not  thought  of  when 
such  symptoms  present  themselves.  Furthermore,  the  diag- 
nosis is  often  obscured  by  complications.  A  diagnosis  is  usually 
readily  arrived  at  by  bearing  in  mind  the  following  symp- 
toms : — 

1.  The  invariable  presence  of  Pfeiffer's  influenza  bacillus 
in  the  expectoration. 

2.  The  simultaneous  development  of  respiratory,  digestive, 
and,  at  times,  nervous  phenomena. 

3.  Early  and  pronounced  prostration,  not  commensurate 
with  the  severity  and  duration  of  the  attack. 

Treatment.  —  When  we  realize  that,  aside  from  being 
transmitted  through  the  air,  influenza  is  also  communicable 
from  one  person  to  another,  the  question  of  prophylaxis  appeals 
to  us,  the  most  important  and  effective  measure  of  which  is 
'early  isolation.     We  are  at  a  loss  to  understand  why  such  signal 
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interest  is  now  manifested  by  health  authorities  in  the  preven- 
tion of  measles  or  even  chicken-pox  and  no  effort  made  to  arrest 
the  spread  of  influenza.  It  must  be  admitted  that  the  complica- 
tions and  sequelae  of  the  latter  far  excel  in  severity  and  multi- 
plicity those  of  the  former,  and,  in  view  of  the  appalling  mor- 
tality of  influenza,  there  is  every  reason  anxiously  to  adopt 
preventive  measures  whicli  will  stay  its  ravages! 

It  is,  perhaps,  needless  to  say  that  general  hygiene  must  be 
insisted  upon.  Furthermore,  as  the  maintenance  of  a  high  state 
of  health  is  Nature's  preventive,  the  appearance  of  respiratory 
or  digestive  disturbances  during  an  epidemic  of  influenza  must 
at  once  be  remedied.  Careless  exposure  to  atmospheric  changes 
and  grippal  surroundings  must  be  avoided.  The  early  prostra- 
tion calls  for  wholesome,  nutritious,  and  easily  digested  diet. 
Beef  tea  or  the  expressed  juice  of  meat,  milk,  somatose,  and 
farinaceous  food  must  be  given  frequently  and  in  small  quan- 
tities. In  cases  of  intolerance  predigested  foods  must  be  re- 
sorted to,  and,  where  vomiting  is  pronounced,  nutrient  enemata 
are  indicated. 

The  active  treatment  is  chiefly  symptomatic.  Of  all  reme- 
dies recommended  in  influenza,  none  meets  the  indications  so 
well  as  sodium  benzoate.  The  following  combination  is  espe- 
cially useful : — 

I^  Sodium  benzoate, 

Aspirin, 

Phenacetin    aa  0.8     (gr.  xij). 

Caffein 0.4      (gr.  ij ) , 

01.  sacchar.  menth.  pip 1.0     (gr.  xv). 

M.  et  ft.  pulv.  no.  vj. 

Sig.:  One  powder  every  three  to  six  hours  for  a  child  6  years  of 
age. 

If  the  pain  is  very  severe  a  small  dose  of  codein  or  dionin 
may  be  added.  If  the  cough  is  very  protracted,  moderate  doses 
of  creosote  carbonate  wdll  be  f  ouiid  especially  efficient. 

Attention  must  be  paid  to  the  prevention  of  complications, 
whether  grave  or  mild ;  and  it  must  be  remembered  that  atten- 
tion to  comparatively  little  things  renders  an  attack  of  influ- 
enza devoid  of  danger.  As  in  scarlatina,  the  naso-pharynx  must 
receive  special  consideration. — Sheffield.] 
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Morbilli  [Eubeola,  Measles]  is  an  eminently  contagious  and 
infectious  disease.  Tlie  etiological  factor  is  unknown^  but  the 
contagion  is  extremely  short-lived.  Transmission  of  the  disease 
usually  takes  place  by  direct  contact,  but  it  also  occurs  through 
a  second  person,  the  air,  and  articles  in  use.  The  contagious 
matter  is  in  the  blood;  lacrymal,  nasal,  and  bronchial  secre- 
tions; perhaps  also  in  the  contents  of  the  vesicles,  and  squamae. 
It  is  contagious  in  all  stages;  so  that  during  an  epidemic  every 
nasal  catarrh  and  cough  are  to  be  looked  upon  with  suspicion. 

Susceptibility  to  infection  is  greatest  from  the  second  to 
the  sixth  year  of  life  and  least  during  the  first  half-year.  Some- 
times, however,  children  are  born  with  it.  Almost  every  human 
being  has  one  attack  of  measles  as  a  child;  but  some  have 
several  attacks,  aside  from  recurrent  measles,  which  sometimes 
sets  in  soon  after  the  first  attack. 

The  incubation  stage  lasts  from  nine  to  eleven  days  (as  a 
rule,  ten),  and  is  ordinarily  free  from  any  symptoms  except 
toward  the  end,  when  anorexia,  peevishness,  coated  tongue,  dis- 
turbed sleep,  ephemeral  rise  in  temperature,  and  initial  catar- 
rhal symptoms  occur. 

The  PRODEOMic  STAGE  usually  lasts  three,  more  rarely  from 
four  to  six,  days,  and  longer  in  sick  and  debilitated  children. 
It  begins  with  general  malaise,  sometimes  with  one  or  several 
attacks  of  chills;  moderate  catarrhal  symptoms,  such  as  con- 
junctivitis; blepharitis;  rhinitis;  bronchitis;  anorexia;  thirst; 
restlessness;  fever  (101°  F. ;  sometimes  from  103  Y2°  to  10-1° 
F.).  The  temperature  often  drops  the  next  day,  and  remains 
normal  except  for  slight  evening  exacerbations;  so  that  the 
patients  feel  quite  well.  The  catarrhal  symptoms  continue, 
however.  Sometimes  pneumonia  sets  in  even  at  this  period; 
the  prodromal  stage  is  then  usually  of  longer  duration.  It  is 
often  complicated  also  by  angina  tonsillaris  and  an  eruption 
which  usually  appears  at  the  end  of  the  second  day,  first  on  the 
hard  and  soft  palate.  The  eruption  consists  of  diffuse  (here  and 
there  darker)  redness  or  red  punctiform  or  stellate  spots  upon 
a  pale  mucous  membrane.  Sometimes  small,  pale-red  papules, 
more  rarely  transient  erythema,  appear  also  upon  the  face  or 
upon  other  portions  of  the  body  (thigh)  and  disappear  in  a  few 
hours.     All  these  symptoms,  however,  fail  to  indicate  the  ad- 
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vent  of  measles;    on  the  other  hand,  Koplik's  sign  ^  is  "very 
characteristic  of  morhilJi. 

Eruptive  Stage. — With  the  appearance  of  the  exanthema 
the  fever  again  rises  (from  102  y./  to  105°  F.),  remains  so 
(nsna]]y  from  10172°  to  104°  F.  in  the  morning,  from  103° 
to  105°  F.  in  tlie  evening)  for  from  one  to  two  days,  and  again 
drops  critically  during  the  presence  and  even  at  the  lieight  of 
the  development  of  the  exanthema.  Sometimes  there  is  no 
fever  (rarely  iyims  inversufi).  As  a  rule,  the  exanthema  lasts 
for  from  three  to  fonr  days,  begins  with  bright-red,  pinhead-  to 
lentil-  sized  dots,  which  rapidly  enlarge  to  irregularly  serrated 
(indented  or  radiate),  pea-  and  bean-  sized,  sharply  circum- 
scribed, rounded  or  crescentic,  slightly  elevated  red  spots,  which 
disappear  on  pressure.  Beginning  first  on  the  face  (chin, 
around  the  nose  and  mouth),  the  eruption  spreads,  sometimes 
within  twelve  to  twenty-four  hours,  in  crops  over  the  whole 
body,  and  remains  stationary  for  from  one  to  three  da^'S.  During 
this  time  the  catarrhal  symptoms  are  usually  very  pronounced. 
They  consist  of  severe  conjunctivitis  and  blepharitis,  at  times 
severe  chemosis;  intense  nasal  catarrh,  sometimes  epistaxis; 
severe  laryngitis  and  bronchitis,  often  with  harsh,  barking, 
somewhat  hoarse  cough  and  voice.  One  case  of  general  cuta- 
neous emphysema  is  on  record,  resulting  from  laceration  of  the 
bronchial  mucous  membrane  at  the  root  of  the  lung.  Often 
angina  and,  as  a  rule,  total  anorexia  with  excessive  thirst  are 
present.  During  the  high  temperature  there  is  from  time  to 
time  more  or  I'ess  drowsiness,  delirium,  etc.  During  this  stage 
also  there  is  often  repeated  vomiting  and  more  frequently  diar- 
rhea, which  is  sometimes  very  profuse  and  dysenteric.  Some- 
times the  gums  and  buccal  mucous  membrane  are  reddened. 
The  peripheral  and  lymphatic  glands  are  occasionally  swollen 


^  Koplik's  sign  is  an  exanthema  of  the  buccal  mucous  membrane 
which  is  pathognomonic  of  measles.  It  occurs  in  about  95  per  cent,  of 
the  cases.  The  exanthema  is  confined  to  the  mucous  membrane  of  the 
mouth  and  rarely  of  the  lips.  It  appears  on  the  first  or  second  day  of 
the  prodromic  stage  [before  the  skin  eruption]  and  lasts  from  three  to 
four  days.  It  is  manifested  by  from  six  to  twenty,  rarely  more,  red 
spots  on  each  side  of  the  mouth,  with  a  central,  rounded,  slightly  ele- 
vated, bluish  efflorescence.     The  spots  never  cause  pain  or  ulcerate. 
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and  painful,  and  the  spleen  is  slightly  enlarged.  Mild  cases, 
however,  with  total  euphoria  and  hardly  any  noticeable  catar- 
rhal s3rmptoms,  are  not  rarely  met. 

The  DESQUAMATIVE  STAGE  lasts  about  one  week  and  gener- 
ally begins  on  the  face,  as  branlike  scales  immediately  after 
abatement  of  the  exanthema  and  the  decline  of  all  symptoms; 
so  that  the  patient  is  usually  in  the  convalescent  stage  on  the 
fifth  or  sixth  day  after  the  beginning  of  the  eruption  and  en- 
tirely well  at  the  end  of  the  fourth  week  after  infection.  Some- 
times traces  of  the  exanthema  remain  over  the  whole  or  only 
some  portions  of  the  body  in  the  form  of  discrete  or  confluent 
bluish-red  spots,  which  do  not  disappear  on  pressure  with  the 
finger.  They  are  of  no  special  significance.  A  number  of  other 
anomalies  may  here  be  mentioned.  Thus,  the  exanthema  is 
sometimes  slight  or  in  some  places  absent.  Such  rudimentary 
forms  are  usually  met  in  debilitated  children  or  in  those  suffer- 
ing from  chronic  diseases.  In  other  cases  there  is  a  tendency  of 
the  eruption  to  become  confiuent,  but  never  as  distinctly  as  in 
scarlatina.  In  measles  there  are  always  several  places  covered 
with  smaller  spots  or  entirely  free  from  the  exanthema.  Some- 
times there  is  a  small  papule,  at  times  penetrated  by  a  hair- 
in  the  center  of  the  spots — morhilli  papulosa;  or  the  small 
spots  are  covered  with  vesicles — morbilli  miliares;  or  small 
hemorrhages  (usually  of  no  prognostic  importance)  between  the 
spots — morbilli  Jicemorrhagica.  Very  rarely  there  is  no  eruption 
— morbilli  sine  exanthema.  Sometimes  the  fever  does  not  break 
by  crisis  during  the  acme  of  the  disease,  but  bjT  lysis;  so  that 
there  is  an  evening  temperature  rise  for  the  next  few  days. 

Very  rarely  the  fever  continues  without  discernible  cause 
for  a  few  days  after  disappearance  of  the  exanthema.  When- 
ever fever  persists  beyond  the  fourth  day  after  the  eruption  it 
generally  indicates  the  occurrence  or  near  advent  of  complica- 
tions. In  this  event  the  lungs  particularly  must  be  examined, 
since  lung  affection — broncho-pneumonia — is  the  most  frequent 
and  dangerous  complication,  particularly  in  young  infants,  and 
the  cause  of  the  highest  mortality.  Much  rarer  complications, 
are  fibrinous  pneumonia,  pleurisy  (pleuritis  fibrinosa  is  rela- 
tively most  frequent),  and  very  rarely  pericarditis  and  endo- 
carditis.   Baginsky  saw  a  case  of  suppurative  pericarditis.    The 
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laryngeal  catarrh  sometimes  becomes  very  severe.  The  voice 
and  cough  become  very  hoarse;  there  is  pain  in  the  throat,  es- 
pecially on  pressure  and  deglutition.  These  symptoms  are 
always  to  be  looked  upon  as  grave,  for  they  are  apt  to  give  rise 
to  croup,  sometimes  even  in  spite  of  all  preventive  measures. 
In  children  with  a  predisposition  pseudocroup  may  set  in  dur- 
ing the  course  of  measles,  usually  in  the  second  week,  or  an- 
nounce the  beginning  of  the  disease. 

Measles  is  occasionally  complicated  by  true  diphtheria, 
which  sometimes  first  involves  the  conjunctiva.  The  prognosis 
of  this  condition  is  serious,  as  it  is  apt  to  spread  to  the  larynx 
and  bronchi.  Angina  tonsillaris,  which  appears  in  the  begin- 
ning of  morbilli,  occasionally  continues  for  a  long  time.  It  is 
often  associated  with  purulent,  grayish-yellow  dots,  which  may 
give  rise  to  the  erroneous  diagnosis  of  diphtheria.  Not  infre- 
quently the  following  complications  are  observed:  Otitis  media, 
which  sometimes  begins  with  severe  cerebral  symptoms,  but 
generally  runs  a  milder  course  than  in  scarlatina,  and  is  less 
prone  to  end  in  perforation.  The  prognosis  is,  however,  always 
doubtful,  for  severe  forms  of  otitis  and  exhaustion  from  pro- 
tracted fever  may  occur.  Severe  stomatitis  is  not  infrequent. 
Not  rarely  there  is  profuse  diarrhea.  Caution  should  therefore 
be  exercised  in  administering  cathartics  in  measles  (avoid  dras- 
tics). 

Occasionally  there  are  complications  on  the  part  of  the 
nervous  system.  In  small  children  there  may  be  eclamptic  at- 
tacks with  the  appearance  of  the  eruption;  in  older  children 
headache  and  more  rarely  maniacal  attacks,  psychical  excite- 
ment, transitory  mania,  and  paralysis.  These  diseased  condi- 
tions may  also  form  sequelae.  In  malignant  cases  there  are  also 
somnolence,  sopor,  tremor,  delirium,  and  sometimes  typhoid 
s^Tiiptoms,  such  as  dry  tongue,  fuligo,  and  diarrhea.  Hemor- 
rhagic symptoms  (especially  in  children  with  lowered  vitality), 
such  as  bleeding  from  the  skin,  nose,  gums,  and  gastro-intes- 
tinal  tract,  are  occasionally  observed.  In  these  cases  there  is 
usually  rapid  loss  of  strength,  and  then  death.  Cases  are  met 
which  run  a  septic  course,  owing  to  mixed  streptococcic  infec- 
tion (entrance  especially  through  the  tonsils,  although  the  ex- 
ternal appearance  of  these  parts  seems  normal),  and  rapid  death 
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in  the  incipient  stage  of  the  measles.  Occasionally  this  occurs 
before  the  actual  appearance  of  the  septic  S3anptoms.  The  fre- 
quent association  of  measles  with  pertussis  is  also  very  fatal 
(rapid  collapse),  probably  owing  to  the  great  tendency  of  both 
diseases  to  broncho-pneumonia. 

Heart  paralysis  must  also  be  apprehended  (as  in  pneu- 
monia) in  all  cases  of  measles  in  children  who  are  affected  by 
pre-existing  exhausting  diseases,  such  as  chronic  pneumonia, 
tuberculosis,  and  diarrhea.  Such  patients  rarely  survive. .  Mea- 
sles is  not  infrequently  associated  with  scarlatina  (the  prognosis 
is  generally  bad) ;  t3^phoid,  erysipelas,  varicella,  and  acute  pem- 
phigus. The  latter  sometimes  develops  in  the  eruptive  stage 
and  renders  the  prognosis  of  measles  very  bad;  even  isolated 
vesicles  (usually  with  bloody  content)  may  prove  fatal,  owing  to 
the  development  of  deep  inflammatory  ulcers  and  collapse. 

As  sequelae  there  appear  also  chronic  pneumonia,  in  which 
termination  in  phthisis  is  always  to  be  apprehended.  Not  in- 
frequently, also,  tubercular  meningitis  supervenes.  There  is 
also  a  tendency  to  intestinal  catarrh;  scrofula;  eye  and  ear 
affections,  with  consecutive  chronic  conjunctivitis,  keratitis, 
ulcer  of  the  cornea,  otitis,  deafness,  and  deaf -mutism;  likewise 
affections  of  the  larynx,  such  as  ulceration  and  even  perforation 
of  the  cartilages,  and  of  the  skin, — furunculosis,  more  rarely 
abscesses,  eczema, — particularly  gangrene  of  the  skin,  cheeks 
(noma),  pharynx,  lungs,  aural  and  nasal  cartilages,  gums,  prepu- 
tium,  fingers,  and  toes.  Gangrene  occurs  in  measles  more  fre- 
quently than  in  scarlatina,  and  must  be  looked  upon  with  grav- 
ity. Inflammations  of  the  nails,  osteomyelitis,  purpura,  and, 
finally,  nephritis  (time,  mode  of  development,  and  symptomatol- 
ogy as  in  scarlatina;  there  is  also  a  nephritis  mor'billosa  sine 
exanthema)  are  not  infrequently  observed. 

Some  children  remain  delicate  after  an  attack,  and  con- 
tinue to  be  sickly.  All  these  complications  and  sequelae  of 
measles,  however,  are  rare.  In  general,  the  prognosis  of  measles 
is  good.  Aside  from  complications  morbilli  may  prove  danger- 
ous, first  of  all,  in  children  under  one  year,  and  in  those  who  are 
delicate,  tubercular,  or  with  an  hereditary  diathesis,  or  finally 
in  those  who  are  subject  to  pre-existing  diseases.  Such  children 
must  especially  be  guarded  against  exposure  to  infection. 
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The  TREATMENT  of  measles  consists  in  keeping  the  patient 
in  a  large,  airy  room  (G2°  F.);  cleanliness;  attention  to  the 
skin;  fluid  diet  until  abatement  of  the  fever;  attention  to  the 
bowels,  and  attention  to  the  catarrh  [naso-pharynx]  and  com- 
plications. Lukewarui  baths  (al;)Out  90°  F.)  twice  a  day,  for  fif- 
teen minutes  at  a  time,  are  to  be  recommended,  especially  in 
high  fever  and  pulmonary  and  nerve  symptoms.  Eight  days 
after  disappearance  of  the  fever  the  patient  may  be  allowed  to 
get  out  of  bed,  and  after  another  week  to  get  outdoors,  pro- 
vided no  scquchr  arc  discernible. 

Bubella  (Rotheln  [German  Measles])  is  the  mildest  of  all 
acute  exanthematous  infectious  diseases.  Notwithstanding  its 
resemblance  to  mild  forms  of  measles  or  scarlatina  it  is  cer- 
tainly a  disease  sui  generis.  Its  differential  diagnosis  from 
abortive  or  relapsing  measles  is  often  very  difficult.  This  is 
particularly  the  case  if  both  diseases  simultaneously  prevail  in 
epidemic  form.  That  rubella  is  a  disease  sui  generis  is  proved 
by  the  fact  that  children  often  suffer  from  measles  or  scarlatina 
either  before  or  after  an  attack  of  rubella.  Rubella  is  observed 
especially  in  children  from  2  to  8  years  of  age.  It  is  usually 
conveyed  from  one  person  to  another,  but  also  through  a  third 
person,  fomites,  and  the  air.  One  attack  usually  confers  im- 
munity for  life.  The  incubation  period  lasts  from  seventeen  to 
twenty  days  [sometimes  only  from  five  to  fourteen  days].  It 
is  generally  free  from  prodromata.  The  patient  sometimes 
suffers  from  sore  throat,  languor,  and  anorexia,  but  only  for 
a  few  hours  before  appearance  of  the  eruption.  The  ex- 
anthema usually  appears  suddenly,  with,  but  often  with- 
out, slight  fever.  It  begins  upon  the  face,  rarely  with  itch- 
ing, and  spreads,  within  from  twelve  to  twenty-four  hours, 
over  the  whole  body.  Often,  however,  it  is  faded  on  the  face 
by  the  time  the  extremities  become  involved.  The  eruption 
consists  of  very  fine,  rarely  confluent,  pale-red,  slightly  ele- 
vated, usually  rounded,  circumscribed  spots  up  to  the  size  of  a 
lentil,  which  momentarily  disappear  on  pressure,  and  are 
visible  only  for  from  two  to  three  days.  There  is  slight  fever 
during  the  acme  of  the  exanthema — rarely  above  101°  F. 
Sometimes  fever  is  absent.  The  mucous  membrane  of  the 
throat  is  almost  constantly  the  seat  of  a  fine^  punctate,  or 
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spotted  redness.  The  glands, .  particularly  those  behind  the 
ears  and  on  the  mastoid  processes  and  more  rarely  those  of  the 
axillae,  groin,  etc.,  are  swollen.  [In  German  measles  there  is 
usually  more  or  less  marked  perspiration — a  symptom  that  is 
usually  never  observed  in  true  measles. — Sheffield.]  Very 
frequently  mild  catarrhal  symptoms  are  observed  in  the  eyes, 
nose,  trachea,  and  bronchi. 

Complications  are  rare.  Pneumonia  is  relatively  the  most 
frequent  complication,  and  renders  serious  the  otherwise  good 
prognosis. 

Teeatment  is  unnecessary  except  in  severe  complications. 
[Attention  to  the  naso-pharynx.] 

Scarlatina  [Scarlet  Fever]  is  contagious  in  all  four  of  its 
stages  (stadium  incubationis,  prodromorurrij  eruptionis,  and  des- 
quamativum).  Contagion  is  conveyed  from  person  to  person; 
through  a  third  person;^  articles,  such  as  clothes,  furniture, 
toys,  letters,  etc.;  by  food  {e.g.,  milk),  and  through  the  air. 
The  nature  of  the  poison  is  as  yet  unknown.  It  is  undoubtedly 
enduring,  since  infection  often  occurs  after  many  years  through 
the  agency  of  dwelling,  articles,  etc.  Sometimes  brief  contact 
will  produce  infection.  The  disposition  to  this  disease  is  not 
as  general  as  in  the  case  of  measles.  Children  from  3  to  7  years 
of  age  are  most  susceptible,  while  nurslings  are  least  so.  Scar- 
latina has  been  observed^  however,  even  in  the  newly  born  in- 
fant of  a  mother  suffering  from  scarlatina.  Fresh  injuries  pre- 
dispose to  scarlatina;  this  explains  why  this  disease  is  often  met 
after  tracheotomy,  circumcision,  phimosis  operation,  etc.  Some 
individuals  possess  an  inherent,  others  a  transient,  immunity 
against  the  disease;  there  is  undoubtedly  also  a  family  predis- 
position. One  attack  usually  protects  against  a  recurrence,  but 
there  are  exceptions.  Sometimes  a  relapse  (scarlatina  recur- 
rens),  with  the  identical  symptoms  and  course,  takes  place 
from  two  to  six  weeks  after  the  first  attack.  It  is  not  infre- 
quently associated  with  other  affections :  morbilli,  variola,  vari- 
cella, typhoid,  erysipelas,  and  herpes. 

Typical  Couese. — The  incubation  period  lasts  for  from 
four  to  seven  days,  but  also  only  for  a  few  hours  or  from  two  to 
three  weeks,  and  is,  as  a  rule,  free  from  symptoms.  This  period 
is  sometimes  marked  by  general  malaise,  anorexia,  somnolence, 
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heaviness  in  the  limbs,  and  an  evening  Tise  in  temperature.  The 
prodromic  stage  is  usually  brief,  from  twenty-four  to  forty-eight 
hours,  rarely  longer,  and  is  followed  by  a  very  sudden  onset. 
In  the  enjoyment  of  the  best  of  health,  fatigue,  vomiting,  fever, 
and  sore  throat  suddenly  set  in.  Sometimes  it  is  preceded  by  a 
fainting  spell,  convulsions,  a  chill,  or  frequent  shivering.  The 
temperature  ranges  between  103°  and  104°  F. ;  the  pulse  is  very 
much  accelerated;  the  throat  is  deeply  injected,  and  the  tonsils 
sometimes  present  swelling  of  the  follicles  and  occasionally  also 
small,  easily  detached  pus  foci  or  small  hemorrhages.  The 
uvula,  soft  palate,  and  palatine  arches  are  mottled  red,  and, 
finally,  the  submaxillary  glands  on  both  sides  are  swollen  and 
painful  to  the  touch.  Occasionally  there  is  repeated  vomiting 
and  sometimes  transient  erythema  (prodromal  exanthema). 

The  eruptive  stage  usually  lasts  for  from  four  to  seven  days. 
The  exanthema  usually  begins  in  the  throat  and  upon  the  neck, 
sometimes  with  itching.  It  is  least  marked  upon  the  face, 
where  it  is'  observed  only  on  the  forehead  and  cheeks,  the 
chin,  mouth,  and  nose  remaining  free — i.e.,  appear  pale.  From 
a  distance  the  exanthema  looks  like  a  diffuse  redness;  exam- 
ined more  closely,  however,  it  is  found  to  consist  of  very  fine, 
small,  rose-red  to  deep-red  dots,  separated  by  very  minute,  pale 
areas  of  healthy  skin.  It  disappears  momentarily  on  pressure. 
The  skin  is  often  edematous.  With  advent  of  the  exanthema 
the  inflammation  of  the  throat  and  the  fev^r  become  rpore  in- 
tense, the  temperature  usually  ranges  between  104°  and  105° 
F.  and  over,  generally  with  a  slight  remission  in  the  morning, 
and  continues  until  the  exanthema  disappears. 

During  this  period  the  pulse  is  usually  very  high  (140  to 
160).  The  appearance  of  the  tongue  is  characteristic.  At  first 
it  is  coated  and  very  gray;  the  edges  and  tip  are  bright;  the 
papillae  fungiformes  project  through  the  coating  as  red  nodules 
— "  str a  wherry  tongue.^'  After  a  few  days  the  deposit  is  cast  off. 
The  entire  tongue  is  swollen,  red,  and  covered  with  warty  pa- 
pillae. There  is  usually  also  salivation.  Cases  of  considerable 
severity  manifest  in  addition  marked  debility,  more  or  less 
somnolence,  delirium,  headache,  sometimes  vomiting,  febrile 
cardiac  systolic  murmurs,  and  slight  enlargement  of  the  spleen 
and  liver. 

12 
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The  desquamative  stage  lasts  about  two  weeks.  There  is  a 
gradual,  rarely  a  critical  decline  of  the  fever;  fading  of  the 
exanthema,  and  subsequent  desquamation.  The  latter  is  made 
up  of  small  and  large  scales;  in  the  extremities,  hands,  and  feet 
large  areas  of  skin  are  exfoliated;  the  auditory  canal  is  some- 
times filled  with  squamae.  Desquamation  is  followed  by  decline 
of  the  symptoms,  and  convalescence.  During  this  time  the 
pulse  is  often  irregular  (of  no  moment) ;  the  temperature  some- 
times rises  in  the  evening  to  from  103°  to  104°  F.  without  com- 
plications. 

Such  a  typical  uncomplicated  course  is,  however,  very  rare. 
An  attack  of  scarlet  fever  is  usually  associated  with  anomalies, 
complications,  etc.  First,  the  exanthema  is  often  atypical.  For 
instance,  in  some  places  there  are  lentil-  to  pea-  sized  papules 
or  wheals  upon  a  reddened  base,  or  small  vesicles  (scarlatina 
miliaris,  scarlet  rash),  and  more  rarely  larger,  pemphiguslike 
vesicles  or  cutaneous  hemorrhages.  All  these  varieties  are  of  no 
prognostic  significance.  The  exanthema,  instead  of  developing 
in  one  day,  sometimes  evolves  gradually,  requiring  several  days. 
The  difl^use  redness  sometimes  occurs  in  spots,  and  alternates 
with  larger  portions  of  normal  skin  (scarlatina  variegata) ;  the 
prognosis  in  this  form  is  considered  bad.  Desquamation  is 
sometimes  slight,  sometimes  it  recurs  at  the  same  spot.  Earely, 
the  nails  and  hair  fall  out.  Occasionally  there  is  no  exanthema 
(scarlatina  sine  exanthemaie),  but  only  angina  or  nephritis; 
such  cases  are  nevertheless  sometimes  followed  by  desquama- 
tion. The  diagnosis  of  these  cases,  which  are  also  contagious, 
is  possible  only  when  other  typical  cases  prevail.  Exanthema 
sine  angina  also  occurs. 

The  course  of  scarlatina  is  sometimes  very  mild,  with  fever 
jof  a  few  hours'  duration,  transient  redness,  slight  dysphagia 
and  desquamation,  and  rapid  convalescence.  Such  cases  often 
escape  observation;  hence  the  subsequent  apparently  sudden, 
idiopathic  nephritis,  dropsy,  etc.  Very  mild  scarlatina  is  not 
rarely  followed  by  severe  sequelae. 

Sometimes  the  fever  is  low,  not  above  101°  F.,  or  absent 
throughout,  even  in  severe  cases;  at  other  times  typus  inversus 
prevails,  i.e.,  evening  remissions  and  morning  exacerbations. 
On  the  other  hand,  the  temperature  is  sometimes  very  high 
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(hyper pyretic  scarlaiwa)  from  the  Ijogi lining,  and  is  associated 
with  delirium  and  convulsions,  and  followed  by  death  within 
a  few  hours  from  cardiac  paralysis,  even  before  the  appearance 
of  the  exanthema. 

Even  without  such  high  fever,  scarlatina  is  not  rarely  ma- 
lignant in  character  and  runs  an  extremely  rapid  course  with 
very  threatening  general  symptoms  (often  without  exanthema). 
Thus,  vomiting,  convulsions,  sudden  total  collapse,  rapid  coma, 
and  death  within  a  few  hours.  Occasionally  the  course  is  more 
protracted  and  typhoid  in  character  (dry  tongue,  fuligo,  meteor- 
ism,  diarrhea),  presenting  also  signs  of  blood-dissolution  (ex- 
tensive hemorrhages  from  the  skin,  nose,  gums,  and  stomach) 
and  unusually  rapid  exhaustion:    septic  hemorrhagic  scarlatina. 

The  appearance  of  complications  is  usually  indicated  by  a 
new  rise  of  temperature  after  defervescence  of  the  eruptive 
stage.  Among  the  complications,  scarlatinal  diphtheria,  or 
rather  necrotic  inflammation  of  the  throat,  heads  the  list.  It 
has  nothing  in  common  with  true  diphtheria,  for  it  is  caused 
by  streptococcic  infection;  it  never  spreads  to  the  larynx  or 
causes  paralysis.  At  times,  however,  it  is  associated  with  diph- 
theria; then,  of  course,  there  are,  in  addition  to  streptococci, 
also  many  Loffler  bacilli.  It  is  a  very  malignant  affection,  the 
prognosis  often  being  very  serious.  It  begins  usually  on  the 
third  or  fourth  day.  The  s}miptoms  and  course  are  similar  to 
those  of  true  diphtheria  except  that  the  deposit  is  more  tena- 
cious, yellow,  or  grayish  white.  Occasionally  it  develops  from 
simple  scarlatinal  angina,  and  sometimes  it  is  malignant  from 
the  start.  It  very  often  extends  to  the  nose,  which  from  the 
beginning  is  usually  affected  with  a  simple  catarrh,  with  scanty, 
serous  secretion  or  is  stuffed  and  gives  rise  to  a  fetid,  broAvnish- 
yellow  discharge;  not  infrequently  deep  destructive  processes 
and  necrosis  of  the  nasal  bones  occur.  Scarlatinal  diphtheria 
involving  the  throat  occasionally  terminates  in  gangrene,  and 
gives  rise  to  extreme  prostration,  deep  local  destruction,  and 
involvement  of  large  blood-vessels.  Sometimes  the  erosions  are 
more  superficial,  but  occasionally  deep  parenchpnatous  inflam- 
mation of  the  tonsils,  with  abscess  formation,  is  observed,  under 
which  circumstances  severe  dyspnea  and  suffocation  may  occur; 
gangrene  may  also  occur  spontaneously. 
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Heubner  distinguishes  two  additional  types:  1.  The  ^'pesti- 
lential form/'  when  the  throat  and  nose  are  filled  with  mneo- 
pnrulent,  fonl  masses.  The  gangrenous  process  spreads  unin- 
terruptedly, even  to  the  mucous  membrane  of  the  lips  and 
cheeks,  and  produces  hemorrhages,  septico-pyemie  symptoms, 
increasing  collapse,  and  death  within  a  week.  2.  ''  Lentescent 
scarlatinal  diplitheroid/'  which  sets  in  about  the  sixth  to  the 
eighth  day  by  a  sudden  rise  of  temperature,  severe  constitu- 
tional symptoms,  and  intense  swelling  of  the  submaxillary 
glands.  The  throat  presents  nothing  extraordinary,  except, 
perhaps,  deposits  on  various  parts,  which  are  devoid  of  any 
characteristic  color,  but  very  refractory  to  treatment.  They 
are  cast  off,  leaving  behind  a  bleeding  surface,  with  more  or 
less  extensive  loss  of  substance  and  perforation  of  the  palate,  as 
in  syphilis.  In  other  cases  there  is  only  a  sanguinolent  secre- 
tion from  the  nose,  the  focus  of  necrosis  itself  being  invisible. 
There  is  gradual  recovery  after  several  days,  or  stubborn  per- 
sistence with  new  localization,  suppuration  of  lymphatic  glands, 
or  septic  inflammation  of  the  lungs,  serous  membrane,  etc.,  and 
death  after  some  time. 

Purulent  otitis  is  very  often  a  sequel  of  the  throat  affection, 
owing  to  extension  of  the  inflammation  through  the  Eustachian 
tube  and  tympanum.    It  is  often  bilateral. 

It  is  manifested  by  rise  of  temperature,  difficulty  of  hear- 
ing, pain,  and  buzzing  in  the  ears;  in  small  children  also  rest- 
lessness and  violent  crying.  There  is  usually  rapid  perforation 
of  the  pus  through  the  tympanum.  These  perforations  are  not 
always  dangerous;  a  great  number  of  them  cicatrize  without 
subsequent  disturbances  of  hearing.  The  opposite,  however,  is 
often  the  case,  and  deaf -mutism,  not  rarely  also  dangerous  dis- 
eases, such  as  caries  of  the  petrous  portion  of  the  temporal 
bone  (facial  paralysis),  involvement  of  the  petrosal  sinus,  hem- 
orrhage from  the  external  auditory  canal,  sinus  thrombosis, 
brain  abscess,  meningitis,  etc.,  may  follow.  In  addition  to  the 
throat  affection — also  without  it — there  is  very  frequently  in- 
flammation of  the  submaxillary  lymph-glands  and  the  surround- 
ing cellular  tissue  of  the  neck  (Ludwig's  angina).  In  this  event 
the  submental  region  up  to  the  mastoid  process  of  the  temporal 
bone  is  hard,  swollen,  hot,  and  painful.    Suppuration  and  very 
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extensive  gangrenous  destruction  are  almost  constant.  The 
prognosis  is  very  unfavorable.  Aside  from  the  extreme  ex- 
haustion there  is  also  danger  of  the  pus  gravitating  to  the 
mediastinum,  the  pleura,  and  pericardium,  and  of  implication 
of  the  large  blood-vessels  of  the  neck.  Furthermore  it  may  give 
rise  to  thrombosis,  emboli,  and  septicemia.  The  inflammatory 
infiltration  sometimes  extends  to  the  larynx  and  produces 
edema  glottidis. 

Among  other  frequent  complications  the  following  may  be 
mentioned:  Nephritis  (q.v.)  and  endocarditis  (relatively  fre- 
quent). The  majority  of  cases  of  valvular  diseases  in  children 
[except  those  due  to  acute  rheumatism]  originate  from  the  en- 
docarditic  scarlatinal  complication.  Not  every  systolic  murmur, 
however,  is  due  to  the  complication;  it  may,  for  example,  be  a 
fever  symptom.  On  the  other  hand,  the  endocarditis  may  at 
first  run  a  latent  course,  and  finally  end  in  sudden  death  as  a 
result  of  hemiplegia,  embolism  of  the  pulmonary  artery  or  cere- 
bral arteries,  etc.  Frequently  ulcerative  endocarditis  is  ob- 
served, which  usually  gives  rise  to  numerous  emboli  and  metas- 
tases in  the  liver,  spleen,  and  kidneys,  and  also  to  chills,  de- 
lirium, sopor,  and  collapse.  I^ot  infrequently  also  pleuritis, 
pericarditis,  or  even  peritonitis  occur;  the  latter  affection  is 
usually  purulent  in  character  and  unfavorable  in  its  termina- 
tion. A  further  complication  of  scarlatina  is  so-called  scarlat- 
iiml  rheumatism  (rather,  synovitis  scarlatinosa),  which  occa- 
sionall}^  occurs  during  the  acme  of  the  disease,  but  more  fre- 
quently after  termination  of  the  scarlatina,  rarely  after  the 
twentieth  day.  This  form  of  rheumatism  is  sometimes  mani- 
fested shnply  by  pain,  often  also  b}^  swelling  and  redness  of 
the  joints,  and,  like  acute  articular  rheumatism,  involves  espe- 
cially the  articulations  of  the  fingers  and  toes.  Anatomically 
it  usually  consists  of  a  serous  exudation,  pursues  a  chronic 
course,  and  generally  ends  favorably.  Sometimes  several  joints 
are  affected  by  leaps.  Sometimes  there  is  also  a  purulent,  often 
multiple,  articular  inflammation,  which  develops  more  rarely 
from  a  serous  inflannnation  and  more  frequently  from  a  septico- 
embolic  process  due,  e.g.,  to  ichorous  ulceration  of  the  submax- 
illary cellular  tissue,  necrotic  tonsillitis,  etc.  The  latter  event 
is  associated  with  high  temperature,  prostration,  and  sopor,  and 
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ends  fatally,  or  possibly  in  recovery  after  resection  of  the  af- 
fected joint.  Myositis  also  is  observed  in  scarlatina.  More  rare 
in  occurrence  are  eye  complications,  such  as  conjunctivitis, 
iritis,  keratitis,  keratomalacia,  choroiditis,  nenroretinitis,  retin- 
itis albuminnrica,  sudden  amaurosis  (due  to  uremia?).  [The 
translator  observed  total  blindness  of  six  days^  duration  in  a  girl 
11  years  old. — Sheffield.]  Laryngitis,  bronchitis,  and  pneu- 
monia form  the  complications  of  the  respiratory  organs.  Occa- 
sionally also  the  nervous  system  is  involved,  causing  meningitis, 
hemiplegia,  aphasia,  tetany,  and  psychoses.  Finally,  stomatitis 
ulcerosa  and  aphthosa,  noma,  gangrene  and  diphtheria  of  the 
genitalia,  orchitis,  gangrene  of  the  skin  and  whole  extremities, 
and  venous  thrombosis  in  the  brain  also  occur. 

As  sequelce  may  be  mentioned :  Marasmus,  chronic  purpura, 
chronic  skin  eruptions  (furunculosis),  chronic  nephritis,  deaf- 
mutism,  tuberculosis,  paralysis,  chorea,  etc.  These  complica- 
tions and  sequelae  occur  often  unexpectedly  even  after  mild  at- 
tacks of  scarlatina.  A  favorable  prognosis  should  therefore 
never  be  ventured. 

Even  in  mild  cases  scarlatina  is  the  most  malignant  and 
dangerous  of  all  diseases  of  childhood.  The  patients  are  always 
in  danger  as  long  as  there  is  slightest  desquamation,  rise  of 
temperature,  or  the  mildest  complication.  Sometimes  very  se- 
vere cases  are  unexpectedly  met  even  in  so-called  mild  epi- 
demics. Generally  the  younger  the  patient,  the  worse  the  prog- 
nosis; this  is  especially  the  case  in  scrofulous  and  rachitic 
children. 

The  heart  particularly  often  threatens  danger  (collapge). 
A  frequent  pulse  is  in  itself  not  always  a  bad  omen;  it  is  the 
quality  of  the  pulse  that  counts;  if  it  is  bad,  the  prognosis  is 
doubtful.  The  scarlatinal  poison  often  manifests  a  malignant 
character  (septicemia)  from  the  beginning.  Every  complication, 
particularly  diphtheria,  angina  Ludovici,  gangrene,  pleuritis, 
or  endocarditis,  renders  the  prognosis  more  serious. 

Tkeatment. — Strict  isolation  of  the  patient  and  nurse. 
The  brothers  and  sisters  should  be  kept  from  school.  The 
patient  should  not  be  allowed  outdoors  before  the  fourth  to  the 
sixth  week;  he  should  receive  several  soap  baths,  and  his  cloth- 
ing, etc.,  subjected  to  thorough  disinfection  before  he  is  allowed 
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to  go  out;  he  should  not  be  sent  to  school  before  the  eighth 
week. 

There  are  no  specific  remedies  against  scarlatina.  Anti- 
streptococcic serum  is  highly  lauded,  but  insufficiently  tested. 
The  temperature  of  the  room  should  be  kept  at  from  61°  to  61° 
¥.,  the  patient  lightly  covered,  and  the  room  well  ventilated. 
Rest  in  bed  until  the  third  week,  and  equally  as  long  careful 
dieting.  The  latter  should  consist  chiefly  of  milk,  also  fruit 
juices,  gruel,  squab  and  chicken  soup,  later  eggs,  and  gradually 
other  food.  Attention  to  the  bowels.  Medicinally,  diluted  hy- 
drochloric acid  and  a  decoction  of  cinchona  should  be  adminis- 
tered, alternating  with  potassium  chlorate  (q.v.)  for  the  throat. 
The  throat  should  be  looked  after  from  the  beginning,  and, 
in  presence  or  absence  of  a  deposit,  the  naso-phar}Tix  should  be 
cleansed  regularly  every  two  or  three  hours,  by  gargles  or  irriga- 
tion with  salt-water  or  boric  acid.  Deposits  should  be  gently 
wiped  off  by  means  of  cotton  swabs,  followed  by  application  of 
from  3-  to  5-per-cent.  carbolic  acid. 

In  scarlatinal  diphtheria  irrigation  with  a  4-per-cent.  boric 
acid,  lime-water,  or  5-per-cent.  carbolic  acid  solution  is  to  be 
practiced.  Heubner  recommends  the  injection  of  a  3-per-cent. 
carbolic  acid  solution  in  the  tonsils  at  several  points,  once  a 
day,  1  cubic  centimeter  at  a  time  (by  means  of  Pravaz's  syringe 
with  a  tip  10  centimeters  long).  Internally  also  tincture  of 
myrrh  (q.v.).  To  prevent  otitis  Comby  applies  to  the  throat 
several  times  a  day  a  10-per-cent.  solution  of  resorcin  or  naph- 
thol-camphor  (q.v.). 

Baths  at  95°  F.  for  ten  minutes  at  a  time  are  very  useful  in 
scarlatina  and  should  be  given  twice  a  day  during  the  first  week 
and  once  a  day  during  the  second.  They  are  indicated  especially 
in  high  fever,  severe  constitutional  and  nervous  symptoms,  etc. ; 
here  also  cold  showers.  Cool  packs  are  often  very  effective. 
With  cold  baths  there  is  often  danger  of  collapse,  which  must 
be  guarded  against;  likewise,  when  antipyretics  are  adminis- 
tered; at  most  quinin  and  phenacetin.  In  malignant  scarla- 
tina stimulation  is  of  primary  importance.  In  very  frequent 
and  irregular  pulse  digitalis  [caffein  sodium  benzoate]  may 
be  tried.  During  desquamation  lukewarm  baths  and  inunction 
of  fat  should  be  employed.  Eegular  examination  of  urine,  ears, 
pleura,  heart,  etc.,  is  important. 
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Complications  must  be  treated  energetically.  [In  scarlat- 
inal nephritis:  diuretics,  hydragogue  cathartics,  warm  baths, 
etc.  (see  "J^ephritis^^).  In  uremic  convulsions:  morphin  hypo- 
dermically,  to  be  repeated  if  necessary  every  three  to  six  hours. 
In  scarlatinal  diphtheria:  diphtheria  antitoxin.  For  restless- 
ness bromid  with  small  doses  of  chloral  hydrate  or  trional  sev- 
eral times  a  day. — Sheffield.] 

Diphtheria  Bacilli  were  discovered  by  Klebs  and  Loeffler 
[in  1883]  and  have  since  been  looked  upon  as  the  exciters  of 
diphtheria.  The  correctness  of  this  doctrine  has  recently  been 
somewhat  questioned,  and  there  are  several  prominent  authori- 
ties— Kassowitz,  Hennig,  Hanseman,  etc.,  among  others — who 
do  not  recognize  the  specificity  of  the  diphtheria  bacillus.  The 
opponents,  for  instance,  emphasize  the  fact  that  this  bacillus 
cannot  be  found  in  all  eases  of  diphtheria,  and,  on  the  other 
hand,  that  it  is  often  present  in  the  mouths  of  people  who  show 
no  trace  of  diphtheria  and  are  not  affected  by  it  later,  although 
the  diphtheria  bacilli  which  they  harbor  are  fully  virulent  in 
character.  The  diphtheria  bacillus  is  a  nonmotile,  short,  quite 
thick,  slightly  curved  rod  as  long  as  the  tubercle  bacillus,  but 
about  twice  as  thick.  It  is  usually  club-shaped  at  one  extremity 
and  also  fusiform.  Both  ends  are  rounded.  The  diphtheria 
bacilli  are  often  characteristically  arranged  in  groups  (nests) 
either  like  logs  of  wood  one  over  another  in  stockade  form,  or 
in  radiate  form.  They  stain,  especially  with  Ziehl's  aniline-oil- 
water-gentian-violet  and  Loeffler's  solution  (30  cubic  centime- 
ters of  concentrated  alcoholic  methyl  blue  solution  to  100  cubic 
centimeters  of  0.01  per  cent,  caustic  potash).  For  microscopical 
examination  a  heated  and  subsequently  cooled  platinum  loop 
is  passed  over  the  diphtheritic  membrane  and  the  small  parti- 
cles adhering  to  the  loop  are  spread  on  a  cover-glass  [or  slide], 
then  dried  and  stained.  This  is  often  sufficient  for  the  diag- 
nosis of  diphtheria.  In  other  cases,  however,  a  culture  is  neces- 
sary to  make  the  diagnosis  certain.  It  is  cultivated  on  solidified 
blood-serum,  upon  which,  after  twenty  to  twenty-four  hours, 
gray,  glistening,  isolated  dots  about  the  size  of  a  small  pin-head 
are  found  which  but  slightly  change  the  serum.  There  are, 
however,  a  few  other  bacilli  which  closely  resemble  the  "diph- 
theria bacillus  (pseudodiyMheria,  xerosis  hacilli)  and  differ  so 
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little  from  the  latter  as  to  require  animal  experimentation  in 
order  to  settle  the  diagnosis.  Such  matters  are  hardly  of  any 
important  moment  for  the  practicing  physician.  He  must  be 
satisfied  with  the  microscopical — nay,  usually  even  with  the 
clinical — diagnosis.  At  any  rate,  it  is  safer  to  declare  an  inno- 
cent case  as  one  of  diphtheria  rather  than  the  opposite.  The 
bacilli  are  found  in  the  mucus  of  the  mouth,  pharynx,  and  nose; 
membranes  and  expectorated  material  of  diphtheritic  patients; 
and  also  upon  all  articles  which  conie  in  contact  with  the 
patient  during  his  illness.  Transmission  of  the  disease  usually 
takes  place  through  personal  communication  (kissing,  etc.),  but 
sometimes  through  the  agency  of  dishes,  clothing,  etc.,  and 
also  through  a  third  person.  The  diphtheria  bacillus  is  very 
tenacious  to  life,  and  is  sometimes  found  in  the  nose  and  mouth 
of  convalescents  for  weeks.  Sometimes  children  are  infected 
in  rooms  previously  occupied  by  diphtheria  patients,  after  the 
rooms  had  previously  been  disinfected  and  remained  empty  for 
a  long  time. 

Diphtheria. — It  is  now  generally  accepted  that  diphtheria 
is  caused  by  the  Klebs-Loeffler  bacillus  (see  "Diphtheria  Ba- 
cilli"), which  localizes  and  multiplies  on  the  primarily  affected 
organ  (usually  the  throat);  secretes  toxic  metabolic  products 
(toxins),  which  enter  the  tissues  and  lymphatics;  and  thus  pro- 
duces general  infection.  The  diphtheria  bacillus  may  subse- 
quently be  associated  with  other  micro-organisms  (especially 
the  streptococcus),  resulting  in  dangerous  mixed  infections. 
No  age  is  exempt  from  diphtheria,  although  children  under  2 
years  are  not  often  attacked  by  it.  As  a  rule,  one  attack  of  the 
disease  confers  immunity  for  life.  There  are,  however,  many 
exceptions  to  this  rule.  The  incubation  period  varies  greatly 
and  usually  lasts  from  five  to  seven  days, — but  also  a  longer  or 
shorter  time.  The  diphtheria  bacillus  usually  settles  first  in  the 
throat.  This  pharyngeal  diphtheria  runs  so  variable  a  course 
that  it  is  hardly  possible  to  present  fixed  clinical  pictures. 
ISTevertheless  there  are  certain  common  types  of  the  disease 
which  permit  their  classification  into  mild,  moderately  severe, 
and  grave  cases. 

Dipththeria  often  begins  suddenly  with  fever,  vomiting, 
headache,  anorexia,  sore  throat,  and  ditficult  deglutition.     A 
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slow  onset,  however,  is  not  rare.  The  patients  are  languid  for 
a  few  days,  have  no  appetite,  are  pale,  have  some  fever,  coryza, 
etc.  Indeed,  during  this  period  digestive  and  respiratory  symp- 
toms predominate;  so  that  gastritis  or  bronchitis  is  usually 
thought  of.  Improvement  alternates  with  aggravation  until 
suddenly  throat  symptoms  call  the  physician's  attention  to  the 
latter  organ,  and  suspicious  symptoms  are  visible  on  examina- 
tion, or,  perhaps,  a  sudden  croupy  cough  or  the  well-known 
wheezing  sound  during  respiration  indicates  that  the  diphtheria 
bacillus  has  already  begun  to  exert  its  pernicious  activity  in 
deeper  parts.  This  latent  form  of  diphtheria  is  usually  sec- 
ondary in  nature,  i.e.,  it  affects  children  who  have  previously 
been  suffering  from  another  disease  or  who  are  otherwise  deli- 
cate or  sickly. 

In  the  incipient  stage  of  diphtheria  the  uvula  and  tonsils 
are  found  swollen  and  reddened,  sometimes  covered  by  a  thin 
mucous  coating  or  by  a  dirty-white  deposit  in  the  form  of  spots 
or  streaks.  Sometimes  only  red  streaks  with  dark  dots — hem- 
orrhages— are  visible.  Soon  the  specks  coalesce  into  grayish- 
white,  firmly  adherent,  sharply  defined  membranes  which  can 
be  detached  with  difficulty  from  the  underlying  structures.  The 
membranes  become  thicker  and  spread  to  the  palatine  arches 
and  the  posterior  pharyngeal  wall.  In  the  first  few  days  there 
is  also  fever  (rarely  above  102  Yg"  ¥.;  uncertain  type)  and  the 
swelling  of  the  cervical  and  submaxillary  glands.  From  the 
third  to  the  fifth  day  on,  usually  albumin,  sometimes  also  some 
casts  and  leucocytes  and  rarely  blood,  are  found  in  the  urine, 
and  the  general  infection  becomes  manifest  by  weakness, 
anorexia,  sometimes  dicrotic  and  irregular  pulse,  dry  tongue, 
and  diarrhea. 

The  local  symptoms  also  become  severe.  The  deposit 
spreads,  the  glands  become  more  swollen,  difficulty  in  degluti- 
tion is  more  pronounced,  the  patient  speaks  through  the  nose, 
is  almost  unable  to  swallow,  has  foetor  ex  ore  and  quite  frequently 
coryza  with  a  sero-purulent  discharge  (showing  that  the  diph- 
theria also  invaded  the  nose — a  condition  easily  to  be  diagnosed 
by  the  obstructed  nasal  breathing,  snoring,  accelerated  respira- 
tion, and  excoriation  at  the  nostrils).  In  cases  in  which  nasal 
diphtheria  predominates  the  pharynx  sometimes  presents  but 
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few  significant  symptoms.  The  nose  may  be  affected  primarily 
(i-hinitis  fibrinosa  and  pseudomembranacea)  and  later  become  as- 
sociated with  pharyngeal  diphtheria.  This,  then,  is  the  course 
of  moderately  severe  cases  of  diphtheria  which,  if  free  from 
complications,  gradually  improve  within  from  six  to  eight  or  ten 
days. 

Again,  there  are  mild  cases  of  diphtheria  in  which  the  local 
and  general  symptoms  are  less  intense  and  terminate  within  from 
four  to  six  days.  Indeed,  in  abortive  cases,  the  membranes  may 
disappear  in  one  to  three  days  and  the  disease  terminate.  Some- 
times membrane  formation  may  not  occur  at  all,  but  the  af- 
fection manifests  itself  by  redness,  slight  swelling,  eventually 
a  mucous  deposit,  or  by  a  typical  angina  lacunaris,  and  escape 
notice  until  examined  for  diphllieria  bacilli.  This  examination 
should  always  be  undertaken,  not  only  because  diphtheria  may 
be  spread  by  just  such  unrecognized  mild  cases,  but  also  in  order 
not  to  be  taken  by  surprise,  for  even  the  mildest  cases  may 
later  be  followed  by  cardiac  collapse,  paralysis,  etc.,  or  unex- 
pectedly assume  a  severe  form. 

These  severe  cases  are  at  first  characterized  by  extension 
of  the  disease  downward,  and  by  a  tendency  to  spread  from  the 
larynx  to  the  respiratory  organs  (descending  diphtheria,  in  con- 
tradistinction to  ascending,  in  which  the  diphtheria  bacilli  first 
settle  in  the  larynx  and  trachea,  etc.,  and  by  spreading  grad- 
ually upward  secondarily  affect  the  pharynx  and  nose).  This 
extension  usually  occurs  on  the  fourth  to  seventh  day,  but  also 
sooner  or  later,  and  gives  rise  to  symptoms  of  laryngeal  stenosis. 
The  voice  becomes  husky,  then  hoarse,  soundless,  respiration  is 
obstructed,  and  a  wheezing  sound  and  a  rough,  barking  cough  is 
audible.  The  symptoms  gradually  become  more  intense;  there 
is  retraction,  cyanosis,  very  frequent  pulse;  the  general  condi- 
tion is  greatty  altered,  and  death  occurs  as  the  result  of  an  in- 
crease of  carbonic  acid  and  deficiency  of  ox3"gen  in  the  lungs 
unless  the  membranes  dissolve  spontaneously  and  are  coughed 
up, — which  is  not  of  rare  occurrence  since  the  use  of  diphtheria 
antitoxin, — or  the  air-passages  are  freed  by  an  operation  (intu- 
bation or  tracheotomy). 

A  very  severe  and  extremely  fatal  form  is  septic  diphtheria, 
better  designated  as  diphtheria  gravissima  or  maligna.    In  diph- 
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theria  the  severity  of  the  infection  is  not  always  based  upon 
mixed  infection  with  the  streptococcus,  but  often  upon  a  high 
degree  of  virulence  of  the  diphtheria  bacilli.  In  this  form  of 
diphtheria  it  is  not  the  local  symptoms  alone  that  are  distin- 
guished by  special  intensity  (the  deposit  is  very  extensive,  dis- 
colored, gangrenous — therefore  destruction  of  uvula  and  per- 
foration of  palate  frequently  occurs — the  glands  are  enormously 
swollen;  there  is  a  strong  foetor  ex  ore  and  usually  implication 
of  the  nose) ,  but  also  the  extremely  violent  constitutional  symp- 
toms indicate  the  gravity  of  the  process.  In  such  severe  cases 
death  is  usually  caused  by  heart-failure.  The  heart,  however, 
is  almost  always  more  or  less  altered  even  in  milder  cases,  and 
although  heart-failure  but  rarely  sets  in  at  the  height  of  the 
disease,  this  event  must  always  be  guarded  against  during  the 
whole  course  and  even  during  convalescence  of  diphtheria.  Ex- 
citement, exertion,  nay,  sitting  up  in  bed,  may  cause  the  al- 
tered heart  to  collapse  even  at  a  time  when  the  patient  is  on  the 
road  to  recovery.  Death  may  occur  as  quick  as  lightning,  even 
weeks  after,  when  the  blooming  appearance  of  the  convalescent 
no  longer  permits  of  such  a  presumption.  Sometimes,  however, 
the  patients  do  not  recuperate  at  all  after  an  attack  of  diph- 
theria; do  not  gain  in  weight  notwithstanding  careful  nursing; 
are  pale;  have  diarrhea,  no  appetite,  a  small  pulse;  and  sud- 
denly collapse  (not  infrequently  with  the  occurrence  of  apathy 
and  somnolence). 

Nephritis,  which  also  is  a  frequent  complication  of  diph- 
theria, is  less  dangerous  and  begins  either  at  the  height  of  the 
disease  or  more  rarely  toward  its  termination  or  during  conva- 
lescence. It  is  seldom  severe  and  usually  runs  a  favorable 
course.  It  may,  however,  run  a  very  protracted  course,  end  in 
uremia  and  exitus.  Less  frequent  complications  are  bronchitis, 
pneumonia, — which  is  not  always  caused  by  an  extension  of  the 
diphtheria,  but  primary  in  nature, — pleuritis,  peritonitis,  sup- 
puration of  the  lymphatic  glands,  articular  inflammations,  etc. 

The  most  frequent  sequel  of  diphtheria,  which  not  rarely 
appears  even  after  very  mild  cases,  is  diphtheritic  paralysis. 
It  generally  develops  about  the  third  or  fourth  week  after 
the  beginning  of  the  diphtheria  and  even  still  later,  and  affects 
chiefly  the  muscles  of  the  palate.    The  child  speaks  through  the 
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nose,  swallows  with  difficulty,  and  regurgitates  fluids  through 
the  nose.  In  combined  esophageal  and  laryngeal  paralysis  there 
is  also  great  difficulty  in  deglutition.  Part  of  the  food  enters 
the  air-passages  and  may  give  rise  to  aspiration-pneumonia 
and  gangrene.  The  paralysis  may  affect  the  eye-muscles  and 
cause  strabismus,  oculomotor  paralysis,  disturbance  of  accom- 
modation, and  total  ophthalmoplegia.  More  rarely  the  muscles 
of  the  extremities  (motor  weakness  amounting  even  to  hemi- 
plegia, symptoms  of  ataxia)  are  involved.  As  to  the  hemi- 
plegias, which  are  rather  rare,  it  seems  that  they  are  sometimes 
caused  by  underlying  alterations  in  the  brain,  such  as  hemor- 
rhage, or  cardiac  thrombosis  with  embolism  of  the  arteria  fossae 
Sylvii.  They  often  begin  with  a  slight  eclamptic  attack  or  sud- 
den loss  of  consciousness,  and  terminate  with  aphasia  and  often 
facial  paralysis.  The  symptoms  usually  subside  in  a  few  weeks, 
but  contractures  of  the  limbs  may  be  permanent.  The  other 
paralyses  are  generally  due  to  alterations  in  the  peripheral 
nerves  and  are  usually  recovered  from,  although  at  times  very 
slowly.  The  occasional  paralyses  of  the  respiratory  muscles 
(diaphragm)  and  the  already  mentioned  paralysis  of  the  heart 
are  of  serious  moment.  The  latter  may  be  announced  by  cere- 
bral signs,  such  as  lowered  blood-pressure;  marked  acceleration 
of  the  pulse,  without  a  corresponding  high  fever;  small,  irregu- 
lar, intermittent  pulse;  and  sometimes  increased  area  of  cardiac 
dullness. 

A  positive  prognosis  is  utterly  impossible,  for,  as  already 
stated,  cardiac  paralysis  very  often  sets  in  without  prodromata 
and  even  in  apparently  very  mild  cases. 

The  PKOGNOSis  of  diphtheria  is  altogether  a  very  delicate 
matter.  It  should  always  be  put  down  as  dubious,  since  mild 
cases  may  become  severe  and  exhibit  all  sorts  of  complications 
and  sequelae.  On  the  other  hand,  cases  with  very  severe  onset 
may  not  infrequently  end  favorably  or  even  recover  in  a  few 
days.  It  is  important  to  bear  in  mind  the  strength  of  the  pa- 
tient, the  gravity  of  the  epidemic,  etc.  Severe  glandular  swell- 
ings, involvement  of  the  nose  and  especially  of  the  larynx, 
render  the  prognosis  unfavorable.  The  quality  of  the  pulse  is 
of  more  importance  than  the  fever.  That  septic  diphtheria 
offers  a  bad  prognosis  has  already  been  mentioned.    Even  here, 
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however,  the  prognosis  has  greatly  improved  since  the  advent 
of  serum  treatment,  although  the  latter  can  influence  only  those 
cases  caused  by  diphtheria  bacilli  alone.  The  other  forms  of 
diphtheria  do  better  by  far  under  the  serum  treatment,  and  the 
mortality  of  diphtheria  which  previously  rarely  went  below  50, 
often  even  above  70  to  80  per  cent,  has  now  dropped  to  20  or  15 
per  cent,  and  lower!  There  are  still  physicians  who  deny  the 
favorable  action  of  the  serum  and  claim  that  the  statistics  are 
fraudulent.  The  therapeutic  value  of  the  serum  is,  however, 
generally  recognized,  and  the  physician  should  therefore  em- 
ploy the  serum  in  every  case  of  diphtheria,  even  in  such  cases 
which  cannot  be  diagnosed  bacteriologically  (see  "Diphtheria 
Bacilli"),  but  are  recognized  solely  by  the  clinical  symptoms. 
The  serum  has  sometimes  a  most  wonderful  effect  upon  the 
course  of  the  disease.  The  fever  falls  by  crisis,  the  pulse  be- 
comes stronger,  the  general  health  better,  and  the  membranes 
loosen  and  fall  off  easily  and  rapidly.  After  an  injection  of 
serum  the  disease  is  certainly  less  prone  to  extend  to  the  nose 
and  larynx,  and,  if  such  an  event  does  occur,  surgical  interfer- 
ence is  at  least  obviated.  If  an  operation  is  necessary  the  ter- 
mination is  now  by  far  more  favorable  than  it  formerly  was  un- 
der other  methods  of  treatment.  While  almost  80  per  cent,  of 
tracheotomized  children  died  before  the  introduction  of  serum 
therapy,  a  successful  issue  is  now  far  from  rare.  The  sooner 
the  serum  is  injected,  the  better  the  prognosis.  In  those  cases 
treated  with  serum  in  the  first  or  second  day  the  mortality  is 
exceptionally  low;  the  latter  increases  with  each  day,  but  if 
injected  even  on  the  fifth  or  sixth  day  the  serum  may  still  prove 
beneficial.  Notwithstanding  all  that  was  said,  it  is  not  advisable 
to  depend  upon  the  serum  alone.  Local  and  general  treatment 
should  also  be  emplo3^ed.  The  first  consists  of  application  of 
an  ice-collar  and  swallowing  of  small  pieces  of  ice.  If  possible, 
gargles  of  hydrogen  peroxid  (5  per  cent.),  potassium  chlorate 
(3  to  4  per  cent.),  aqua  calcis  (pure  or  diluted),  potassium  per- 
manganate (strong  enough  to  turn  the  solution  red),  lysol  (1 
per  cent.),  tincture  of  myrrh  (solution  clouded  white),  etc.  The 
nose  and,  in  small  children  who  cannot  gargle,  the  mouth  may 
also  be  sprayed  with  these  solutions.  In  fetid  diphtheria  Esch- 
erich  recommends  insufflations  of  iodoform  [aristol]   or  airol 
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(with  equal  parts  of  sugar).  Others  praise  insufflations  of 
sodium  sozoiodol  (q.v.).  Soltniann  directs  spraying  with  solu- 
tion of  bichlorid  (1  to  5000)  once  or  twice  daily.  Others  paint 
the  diphtheritic  spots.     Thus,  Baginsky  with: — 

U  Ichthyol     ").0     L3iss]. 

Hydrargyri  chloridi  conosivi     O.I     [gr.  iss]. 

Aquse  destillatse   100.0     [Siijh 

Loeffler  with : — 

n  Alcohol,  absol 10.0  [3iiss]. 

Toluol 36.0  [3ix]. 

Liquoiis  fern  sesqiiichloiatis   4.0  [3j]. 

Mentholis    10.0  [3iiss]. 

Also  internal  medication  is  recommended :  frequently  hy- 
drargyri cyanatis  (q.v.)  or  liquor  ferri  sesquichloratis  [tinctura 
ferri  chloridi]  : — 

IJ  Liquoiis  ferri  sesquichloratis   2.0     [3ss]. 

Glycerini    25.0     [3vj]. 

Aquae  destillatae   ad  100.0     [Siijh 

M.     Sig.:  One  teaspoonful  to  dessertspoonful  every  one  or  two 
hours. 

The  author  saw  good  results  from  tincture  of  myrrh  (q.v.), 
and  is  now  ordering  it,  in  accord  with  Stroll,  in  conjunction  with 
antitoxin.  Also  lemon-juice  is  deserving  of  recommendation. 
Henoch  prescribes  aqua  chlori  with  decoctum  cinchonae: — 

B  Decocti  corticis  cinchonae 5-10  to  80     [3i-ij  to  Siissl- 

Aquse    chlori 10  to  20     [3iissto3v]. 

As  a  roborant  the  author  also  administers  early  a  decoction 
of  quinin  in  conjunction  with  tincture  of  myrrh  (alternating). 
The  diet  must  be  strengthening  and  stimulating  from  the  first, 
— milk,  beef -juice,  cocoa  [somatose],  beef -extract,  beef -tea,  and 
good  wines  or  cognac, — and,  if  there  is  difficulty  of  swallowing, 
nutritive  enemas  or  an  esophageal  sound  must  be  resorted  to. 
The  heart  must  always  be  w^atched,  and  in  the  event  of  weak- 
ness remedied  by  heart-stimulants.  Complications  and  sequelae, 
which  are  not  preventable  by  serum  treatment,  as  well  as  diph- 
theria establishing  itself  elsewhere  (eyes,  genitals,  wounds. — 
e.g. J  navel, — etc.),  must  be  attended  to.     The  latter  complica- 
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tions  also  yield  best  to  antitoxin.  It  is  self-evident  that  further 
infection  must,  in  the  strictest  manner,  be  prevented  by  isola- 
tion of  the  patient  during  the  disease,  and,  if  possible,  for  some 
time  after,  for  virulent  bacilli  are  found  in  the  mouth  of  the 
patient  for  a  long  time  afterward.  Everything  that  came  in 
contact  with  the  patient  miist  be  disinfected  [formalin  disin- 
fecting apparatus  of  Schering].  Eegarding  protective  inocula- 
tion, see  "  Diphtheria  Antitoxin.^' 

Intubation. — For  intubation  as  now  performed  the  world  is 
indebted  to  the  late  Joseph  O'Dwyer  [of  New  York].  Intuba- 
tion is  employed  in  the  treatment  of  acute  laryngostenosis, 
whether  of  diphtheritic  or  other  nature.  It  consists  in  the  in- 
troduction of  a  tube  into  the  larynx,  the  size  of  the  tube  varying 
with  the  age  of  the  child.  The  tube  is  somewhat  bulbous  in  the 
center  and  wider  at  the  upper  extremity.  Each  tube  is  supplied 
with  a  thread  which  is  attached  to  the  cheek  by  means  of  plas- 
ters or  fastened  around  the  neck  after  successful  introduction 
of  the  tube.  After  passing  the  index  finger  laterally  into  the 
mouth  and  lifting  the  epiglottis,  the  tube  is  introduced  gently 
into  the  larynx  by  means  of  a  special  instrument  (intubator). 
The  latter  is  then  rapidly  removed.  If  there  is  no  further  ob- 
struction below  the  larynx,  the  stenosis  is  instantly  relieved 
and  remains  so  as  long  as  the  tube  is  kept  in  place.  If  its  re- 
moval is  not  indicated  beforehand,  as  in  obstruction  by  mem- 
branes and  the  like,  and  has  not  spontaneously  been  dislodged 
through  fits  of  coughing,  it  is  removed  after  some  time  (see 
farther),  either  by  means  of  the  thread,  if  used  and  left  in  place, 
or,  if  this  has  not  previously  been  pulled  out  by  unruly  children, 
by  an  "  extubator.^^  The  tube  may  be  reintroduced  in  case  the 
stenosis  has  not  entirely  disappeared,  or  tracheotomy  may  be 
performed. 

Intubation  was  designed  as  a  substitute  for  tracheotomy, 
owing  to  its  simplicity,  bloodlessness,  and  little  necessity  for  as- 
sistance in  its  performance.  Indeed,  it  would  be  much  more 
often  employed  were  it  not  for  the  defects  which  still  cling  to 
it.  It  must  be,  however,  admitted  that  these  drawbacks  are 
gradually  being  removed  through  the  improvement  in  the  tech- 
nique and  in  the  instruments,  etc.  For  instance,  the  tube  is 
often  expelled  immediately  or  sometimes  later  by  the  act  of 
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coughing  or  choking.  This  occurrence  is  often  preventable  by 
large  doses  of  bromids.  It  often  has  to  be  removed  owing  to 
obstruction  by  membranes.  Feeding  is  usually  so  impeded  as 
to  demand  administration  of  nourishment  by  an  esophageal 
tube  or  per  rectum.  Sometimes  decubital  ulcers  develop,  occa- 
sionally with  the  formation  of  scars  and  strictures.  For  this 
reason  Widerhofer,  Escherich,  and  others  generally  extubate  on 
the  fourth  or  fifth  day  and  then  tracheotomize.  The  latter 
operation  ought  rather  be  done  as  early  as  the  second  or  third 
day.  Finally,  extubation  is  not  easy,  and  the  inexperienced  are 
apt  to  push  the  tube  down  into  the  larynx,  etc. 

As  intubation  calls  for  skillful  manifestation  and  constant 
medical  supervision  [  ?]  it  is  improbable  that  it  will  ever  become 
popular;  moreover,  clinicians  are  not  as  3'et  agreed  as  to  its 
value.  Some  practitioners,  however,  have  obtained  very  good 
results  with  it  especially  in  cases  of  diphtheria  treated  witli 
antitoxin  where  the  stenoses  are  far  milder  in  nature. 

Intubation  is  contra-indicated  in  ulcerative  processes  of 
the  throat,  in  septic  diphtheria,  edema  glottidis,  extensive  de- 
posit of  membranes,  and  in  very  debilitated  children.  On  the 
other  hand,  intubation  is  to  be  preferred  to  tracheotomy  in 
cases  where  expectoration  is  strong  and  the  stenosis  of  not  too 
long  duration.  As  these  conditions  are  not  always  present,  it  is 
doubtful  whether  intubation  ever  will  displace  tracheotomy. 
The  latter  procedure  is  often  unconditionally  preferable  to  in- 
tubation and  must  very  often  be  performed  secondarily.  Bokai 
first  intubates  until  the  patient  recuperates,  and  the  air-passage 
becomes  free,  then  follows  it  up  immediately  by  tracheotomy. 
In  certain  cases,  however,  intubation  is  often  very  useful  and 
applicable. 

[Since  the  introduction  of  antitoxin  in  the  treatment  of 
diphtheria  the  number  of  eases  requiring  intubation  as  well  as 
tracheotomy  has  greatly  diminished.  Indeed,  were  the  medical 
profession  to  concede  to  diphtheria  antitoxin  the  high  position 
as  a  curative  agent  it  so  well  deserves  and  administer  antitoxin 
in  every  case  of  diphtheria  in  its  earliest  stage,  there  would  be 
few,  if  any,  occasions  to  employ  either  intubation  or  tracheotomy. 

The  time  for  intubation  depends,  of  course,  upon  the  con- 
dition of  the  patient.    It  is  always  safer  to  intubate  early  than 
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late.  Whenever  dyspnea  is  steadily  increasing  and  the  tempera- 
ture rising,  it  is  time  to  intubate,  and  it  is  dangerous  to  defer 
the  operation  until  the  development  of  general  cyanosis. 

A  set  of  intubation  instruments  (O^Dwyer's)  suitable  for 
children  up  to  the  age  of  puberty  consists  of  six  tubes,  an  intro- 
ducer, an  extractor,  a  mouth-gag,  and  a  scale  of  sizes. 
O^Dwyer's  latest  tubes  are  made  of  hard  rubber  and  lined  with 
gold-plated  metal.  Each  tube  is  supplied  with  a  separate  ob- 
turator, one  end  of  which  screws  on  the  introducer.  The  tube 
is  selected  according  to  the  age  of  the  patient  by  means  of  the 
scale  or  by  observing  the  following  rule:  "The  smallest  size 
is  suitable  for  the  first  year  of  life,  the  second  for  the  second 
year,  and  the  third  size  for  from  two  to  four  years,  and  the 
others  for  two  years  each.''^  It  must  be  remembered  that  the 
tube  must  fit  the  larynx,  and  the  larynx  not  made  to  fit  the  tube. 

Method  of  Operating. — A  tube  of  proper  size  for  the  age 
is  first  selected,  and  strong  silk  or  linen  thread  passed  through 
the  eyelet  intended  for  this  purpose.  In  case  the  tube  is  placed 
in  the  esophagus  instead  of  the  larynx,  it  quickly  passes  into 
the  stomach,  drawing  the  string  with  it,  unless  the  latter  be 
held.  Therefore,  to  guard  against  this  accident,  the  thread 
should  be  left  long  enough  to  reach  the  stomach  and  still  pro- 
trude from  the  mouth. 

The  obturator  is  then  screwed  tightly  to  the  introducer  and 
passed  into  the  tube,  when  it  is  ready  for  use.  The  antero-pos- 
terior,  or  long,  diameter  of  the  tube  should  then  be  in  a  line 
with  the  handle  of  the  introducer. 

It  is  always  advisable  to  push  the  tube  off  once  or  twice 
before  inserting  it,  to  be  certain  that  it  works  easily.  The  per- 
son who  holds  the  child  should  be  seated  on  a  solid  chair  with 
low  back,  and  the  patient  placed  on  the  lap  with  its  head  resting 
on  the  left  shoulder  of  the  nurse,  to  avoid  interference  with  the 
gag.  The  hands  may  either  be  held  or  secured  at  the  sides  by 
passing  a  towel  or  napkin  around  the  body,  and  retained  in  that 
position  until  the  tube  is  inserted  and  the  string  removed. 

The  gag  should  be  inserted  in  the  left  angle  of  the  mouth, 
well  back,  between  or  behind  the  teeth  if  practicable,  and 
opened  as  widely  as  possible  without  using  too  much  force. 
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An  assistant,  standing  beliind,  holds  the  head  firmly  by 
placing  one  hand  on  either  side.  The  operator — either  stand- 
ing or  sitting  in  front  of  the  patient,  the  former  position  being 
preferable — holds  the  introducer  lightly  between  the  thumb 
and  fingers  of  the  right  hand,  with  the  thumb  resting  just 
behind  the  button  that  served  to  detach  the  tube,  and  the  index 
finger  in  front  of  the  trigger  support  underneath.  Held  in  this 
position,  it  is  impossible  to  use  force  enough  to  make  a  false 
passage,  while  if  firmly  grasped  in  the  hand  the  beginner  is  very 
liable  to  lacerate  the  tissues.  The  index  finger  of  the  left  hand 
is  now  quickly  passed  well  down  in  the  pharynx,  or  beginning 
of  the  esophagus,  and  then  brought  forward  in  the  median  line, 
raising  and  fixing  the  epiglottis,  while  the  tube  is  guided  beside 
the  finger  into  the  larynx. 

If  any  difficulty  be  experienced  in  feeling  the  epiglottis,  it 
is  better  to  seek  the  cavity  of  the  larynx,  a  cul-de-sac  into  which 
the  tip  of  the  finger  readily  enters,  and  which  cannot  be  mis- 
taken for  an3^thing  else.  Once  in  this  cavity,  the  epiglottis  must 
be  in  front  of  the  finger,  and  the  latter  is  then  raised  and  car- 
ried to  the  patient's  right  in  order  to  leave  room  for  the  tube 
to  pass  beside  it.  As  the  larynx  contracts  when  touched, 
thereby  diminishing  its  aperture,  it  is  necessary  to  keep  the 
distal  extremity  of  the  tube  close  to  the  finger,  or  even  to  direct 
it  a  little  obliquely  to  the  right  in  order  to  get  inside  the  left 
ary-epiglottic  fold.  This  is  particularly  important  in  very 
young  children,  in  whom  the  tip  of  the  finger  completely  covers 
the  larynx. 

In  the  beginning  of  the  operation  the  handle  of  the  intro- 
ducer is  held  close  to  the  patient's  chest,  and  rapidly  raised  as 
the  lower  end  of  the  tube  passes  behind  the  epiglottis;  other- 
wise it  slips  over  the  larynx  into  the  esophagus. 

When  the  tube  is  inserted,  it  is  slipped  off  by  pressing  for- 
ward the  button  on  the  upper  surface  of  the  handle  with  the 
thuml),  while  counter-pressure  is  made  by  the  index  finger 
underneath.  In  removing  the  obturator  the  tube  must  be  held 
down  by  placing  the  finger  either  on  the  side  or  posterior  por- 
tion of  the  shoulder.  The  tube  should  be  carried  well  down 
before  being  detached,  otherwise  it  is  liable  to  become  occluded 
with  false  membrane  when  subsequently  pushed  home  with  the 
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finger.  When  the  tnbe  is  in  place  the  gag  is  removed,  but  the 
string  is  allowed  to  remain  for  about  ten  minutes,  or  until  it  is 
ascertained  with  certainty  that  the  dyspnea  is  relieved  and  that 
no  loose  membrane  is  present  in  the  lower  portion  of  the 
trachea.  In  removing  the  thread  the  finger  must  be  reinserted 
to  hold  the  tube  down,  but  the  reinsertion  of  the  gag  is  rarely 
necessary  for  this  purpose. 

After-teeatment. — The  patient  should  be  kept  in  a  re- 
cumbent or  upright  posture,  but  not  allowed  to  lie  upon  the  face 
or  upon  the  nurse's  shoulder,  face  downward.  ISTursing  infants 
may  continue  to  nurse  at  the  breast.  Older  children  are  fed 
with  semisolid  substances,  such  as  custards,  matzoon,  Avine  jelly, 
scrambled  eggs,  ice-cream,  etc.,  or  by  the  method  suggested  by 
W.  E.  Casselberr}^,  of  Chicago,  which  consists  in  feeding  while 
the  patient's  head  is  lower  than  the  body.  No  food  or  medicine 
should  be  given  for  from  two  to  three  hours  after  intubation, 
unless  the  presence  of  the  tube  fails  to  excite  sufficient  cough 
to  get  rid  of  accumulated  secretions.  It  is  principally  by  the 
act  of  coughing  that  the  tube  is  kept  clear.  The  presence  of  a 
tube  in  the  larynx  does  not  contra-indicate  the  use  of  an  emetic, 
which  is  sometimes  necessary  when  the  bronchi  are  loaded  with 
secretions. 

Accidents  and  Dangers  of  Intubation.  —  The  most 
serious  of  the  avoidable  accidents  attending  this  operation  is 
asphyxia,  from  holding  the  finger  too  long  in  the  throat.  It 
should  be  remembered  that  when  intubation  is  called  for  the 
patient  is  getting  very  little  air,  and  can  afford  to  dispense  with 
this  little  only  for  a  very  short  time  without  danger  to  life. 
After  the  insertion  of  the  gag  an  expert  can,  as  a  rule,  place  a 
tube  in  the  larynx  in  five  seconds  or  less,  and  without  any  shock 
worth  considering.  The  novice,  on  the  contrary,  having  so 
many  other  things  to  occupy  his  attention,  is  ver}'-  liable  to 
forget  how  long  his  finger  has  been  in  the  throat,  and  that  dur- 
ing this  time  respiration  is  practically  suspended. 

There  is  seldom  any  danger  from  repeated  failure  to  in- 
tubate, provided  the  finger  be  not  retained  in  the  pharynx 
longer  than  ten  seconds  at  a  time,  and  the  child  be  given  a 
chance  to  get  its  breath  between  the  attempts. 
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The  existence  of  loose  membrane  below  the  tube,  that  is, 
in  the  lower  portion  of  the  trachea,  usually  gives  rise  to  the 
following  signs :  A  flapping  sound  with  the  respiratory  move- 
ments, a  hoarse  or  eroupy  character  of  the  cough,  and  ob- 
structed aspiration,  especially  when  forced,  as  in  the  act  of 
coughing.  In  some  cases  there  is  no  difficulty  while  the  breath- 
ing is  quiet,  but  the  egress  of  air  is  completely  cut  off  with  the 
first  attempt  at  coughing.  The  vis  a  tergo  thus  developed  is 
often  sufficient  to  cause  the  expulsion  of  both  tube  and  pseudo- 
membrane,  but  this  does  not  always  occur,  and  precautions 
should  be  taken  to  avoid  the  danger  of  sudden  death  from  this 
cause. 

The  safest  plan  is  to  leave  a  string  attached,  by  which  any 
one  who  is  present  can  remove  the  tube  in  case  of  threatened 
asphyxia.  Should  this  not  be  practicable,  owing  to  the  age  or 
from  other  causes,  a  smaller  tube  than  that  indicated  by  the 
scale  for  years  should  be  used,  which  would  be  more  likely  to  be 
coughed  out  in  the  event  of  its  sudden  occlusion.  Either  of 
these  methods  should  be  resorted  to  if  the  symptoms  of  loose 
membrane  in  the  lower  part  of  the  trachea,  absent  at  the  time 
of  operation,  subsequently  show  themselves. 

When  and  How  the  Tube  should  be  Re^ioyed. — Since 
the  use  of  antitoxin  the  period  for  which  the  tube  is  required 
is,  according  to  the  statistics  of  Rosenthal,  of  Philadelphia, 
about  five  days,  and  in  many  eases  much  shorter.  The  older 
the  child,  the  sooner  it  can  be  dispensed  with.  In  very  young 
children,  when  progressing  favorably  or  if  the  patient  be  not 
within  easy  reach,  it  is  better  to  leave  it  in  position  for  seven 
or  eight  days. 

The  extraction  of  the  tube  is  much  the  most  difficult  opera- 
tion, and  at  the  same  time  the  most  dangerous  as  far  as  injury 
to  the  larynx  is  concerned.  The  patient  is  held  in  the  same 
position  as  for  insertion,  and  the  extractor  is  guided  along  be- 
side the  finger,  which  is  first  brought  in  contact  with  the  head 
of  the  tube,  and  then  carried  to  the  right  in  order  to  uncover 
the  aperture  and  leave  room  for  the  instrument  to  enter 
beside  it. 

Before  inserting  the  extractor  it  should  be  ascertained  with 
certaintv  that  the  tube  is  still  in  the  larvnx.    This  can  be  de- 
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termined  by  the  tubal  character  of  the  cough,  which  is  charac- 
teristic; the  difficulty  of  swallowing;  and,  last,  by  the  sense  of 
touch,  if  necessary. 

Retained  Intubation  Tubes  (Prolonged  Intubation). 
— Occasionally  cases  are  met  in  which  every  effort  to  dispense 
with  the  tube  seems  fruitless  and  asphyxia  is  threatened  un- 
less the  tube  is  replaced.  This  is  sometimes  remedied  by  the 
use  of  sedatives  internally  and  a  spray  of  cocain  locally  to  re- 
lieve the  spasmodic  condition,  if  present.  If  this  fails,  John 
Rogers's  method  should  be  resorted  to,  which  consists  in  the 
gradual  introduction  of  larger  and  larger  intubation  tubes, 
anointed  possibly  with  gelatin  or  some  antiphlogistic  remedy. 

The  Advantages  over  Tracheotomy. — "  The  advantages 
claimed  by  O'Dwyer  for  this  operation  over  tracheotomy  are 
conceded  by  most  of  those  who  have  had  any  considerable  ex- 
perience in  the  operation,  viz. :  (1)  it  is  quicker,  simpler,  and 
adds  no  danger  to  the  original  disease;  (2)  there  is  no  shock 
or  hemorrhage;  (3)  no  anesthetic  is  required;  (4)  no  fresh 
wound  is  made  which  may  prove  an  avenue  of  infection;  (5)  it 
gives  an  opportunity  for  a  better  expulsive  cough,  which  is  of 
great  value  in  dislodging  false  membrane  and  mucus;  (6)  there 
are  usually  no  objections  on  the  part  of  the  parents  to  be  over- 
come— a  point  of  great  importance;  (7)  the  air  is  warmed  and 
moistened  as  it  is  normally,  by  passing  over  the  nasal  and  buc- 
cal mucous  membranes;  (8)  no  skilled  after-treatment  is  re- 
quired (as  the  largest  proportion  of  the  cases  of  diphtheria  are 
among  the  very  poor,  living  under  conditions  in  which  the  care- 
ful after-treatment  required  in  tracheotomy  is  difficult  or  im- 
possible to  obtain,  this  is  an  important  point)  ;  (9)  in  infancy, 
all  who  have  had  experience  with  both  operations  admit  the 
great  superiority  of  intubation;  (10)  the  intubation  tube  can 
be  dispensed  with  earlier  than  the  tracheal  cannula,  and  also 
with  much  less  difficulty;  (11)  if  tracheotomy  is  subsequently 
required,  the  operation  may  be  done  upon  the  tube  as  a  guide. 

"The  only  objection  of  much  force  urged  against  intuba- 
tion is  that  asphyxia  may  be  produced  by  crowding  down  loose 
membrane  into  the  larynx.  This  is  a  very  infrequent  accident; 
should  it  happen,  and  the  asphyxia  not  be  relieved  by  coughing 
up  the  membrane,  tracheotomy  may  be  performed. 
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"Experience  has  clearly  proved  that  intubation  relieves 
the  dyspnea  due  to  laryngeal  stenosis  promptl}',  efficiently,  and 
certainly;  it  does  this  without  many  of  the  dangers  and  objec- 
tionable features  of  tracheotomy,  while  at  the  same  time  it  does 
not  deprive  the  patient  of  any  essential  advantage  which  trache- 
otomy affords/' — Sheffield.] 

Tracheotomy.  • —  Tracheotomy  is  a  life-saving  operation, 
and,  in  cases  requiring  it,  is  to  be  performed  at  once,  even  by 
the  general  practitioner.  The  incision  in  the  trachea  is  made 
to*  permit  entrance  of  air  whenever  the  larynx  is  obstructed  by 
foreign  bodies,  edema  glottidis,  tumors  {e.g.,  multiple  papil- 
lomas in  the  larynx  itself,  or  tumors  from  the  outside  pressing 
upon  these  organs,  as  in  struma),  cicatricial  strictures,  croupous 
or  diphtheritic  membranes,  etc.  It  is  customary  to  distinguish 
superior  (above  the  isthmus  of  the  thyroid  gland),  middle  (divi- 
sion of  the  thyroid),  and  inferior  (below  the  isthmus)  trache- 
otomy. 

Inferior  tracheotomy  is  employed  by  some  physicians  in  chil- 
dren under  6  years  of  age  for  the  reason  that  here  there  is  no 
interference  on  the  part  of  the  gland,  and  there  is  ample  space 
for  the  operation.  This  operation,  however,  has  some  disad- 
vantages and  is  often  performable  only  under  great  difficulties. 
Thus,  the  trachea  below  the  gland  is  covered  by  numerous  veins, 
which  are  greatly  distended  owing  to  the  dyspnea  of  the  patient. 
Besides,  a  small,  centrally  located  artery  is  sometimes  met 
which  arises  from  the  aortic  arch  and  terminates  in  the  isth- 
mus. Finally,  —  and  this  is  most  important,  —  the  arteria 
anon3ana  occasionally  runs  an  abnormal  course;  so  that  severe 
hemorrhages  may  occur.  Instead  of  being  on  the  right  side  and 
branching  deeply  below  into  the  right  subclavian  and  right 
carotid  arteries,  the  arteria  anonyma  sometimes  runs  perpen- 
dicularly upward  to  the  isthmus  and  here  divides  into  the  two 
branches.  Notwithstanding  the  disadvantages  this  route  must 
sometimes  be  selected  for  the  operation,  for  example,  in  cases 
in  which  foreign  bodies  are  impacted  in  the  upper  portion  of 
the  trachea. 

Median  tracheotomy  is  very  rarely  performed,  owing  to  the 
very  variable  and  often  very  considerable  size  of  the  isthmus; 
so  that  its  division  is  sometimes  followed  by  severe  hemorrhage. 
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Most  frequently  superior  tracheotomy  is  performed,  even  in 
yonng  cliildren,  in  whom  the  thyroid  gland  is  an  impediment  to 
be  reckoned  with,  but  can  readily  be  set  aside.  Some  clinicians 
prefer  to  divide  also  the  cricoid  cartilage  and  to  perform  "  crico- 
tracheotomy.^^  Superior  tracheotomy  is  sometimes  done  under 
narcosis,  which  is  generally  unnecessary,  as  the  patients  are  al- 
most insensible  when  the  operation  is  required.  Nowadays 
Schleich's  local  anesthesia  is  used.  The  incision  in  the  shin 
begins  at  the  lower  border  of  the  thyroid  cartilage,  is  about 
five  centimeters  long,  and  is  made  exactly  in  the  middle  Itne 
across  the  cricoid  cartilage  and  the  upper  part  of  the  trachea. 
The  interstitium  between  both  sterno-hyoid  muscles  is  looked 
for  by  proceeding  with  the  blunt  edge  of  the  knife.  The  thin 
connective  tissue  is  then  split  over  a  grooved  director.  After 
separating  the  muscles  with  a  dull  hook,  the  crico-thyroid  liga- 
ment— the  connecting  fascia  which  extends  from  the  upper 
border  of  the  thyroid  gland  to  the  cricoid  cartilage — is  reached. 
This  is  best  divided  right  at  the  cricoid  cartilage,  whereupon 
the  thyroid  gland  may  readily  be  pulled  downward.  Care  must 
here  be  taken  not  to  injure  the  sheath  of  the  thyroid  gland.  If 
a  middle  cornu  has  previously  been  encountered  it  is  simply 
pushed  aside  to  the  left,  where  it  usually  originates.  The  lower 
surface  of  the  cricoid  cartilage  is  now  caught  by  means  of  a 
small,  pointed  hook;  the  larynx  is  pulled  forward;  the  trachea 
is  opened  lelow  \^the  cricoid  cartilage^  with  a  scalpel,  and  the 
incision  enlarged  upward  so  that  two  to  three  tracheal  rings 
are  divided  (sometimes  also  the  cricoid  cartilage).  All  is  done 
exactly  in  the  middle  line.  In  the  gaping  wound  just  made  the 
cannula  is  introduced  and  fastened  with  a  small  string.  The 
wound  is  covered  with  iodoform  gauze,  and  the  after-treatment 
depends  upon  the  underlying  diseased  condition.  The  cannulae 
are  of  different  sizes,  according  to  the  age  of  the*  child — about 
five  millimeters  for  a  child  2  years  old,  eight  millimeters  from  6 
to  8  years  old,  twelve  millimeters  for  older  children.  Nowadays 
double  cannulge,  after  Liier,  are  generally  employed,  which  have 
the  advantage  that  the  external  cannula  may  be  left  in  place 
while  the  internal  one  is  removed  and  cleansed. 

Tracheotomy  is  sometimes  a  very  easy  operation;  occa- 
sionally, however,  it  is  associated  with  great  difiiculties.     With 
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careful  and  correct  operating  the  hemorrhage  is  usually  the 
least  danger.  After  introduction  of  the  cannula,  blood,  with 
mucus  and  air,  is  sometimes  expelled  with  the  first  few  acts  of 
coughing,  and  the  inexperienced  operator  fears  that  a  blood- 
vessel has  been  injured.  It  is  usually  a  question  of  a  slight 
hemorrhage  from  the  divided  mucous  membrane,  which  soon 
ceases  spontaneously.  Also  the  apnea  which  sometimes  follows 
the  introduction  of  a  cannula  may  be  innocent  in  nature  and 
soon  disappear.  Occasionally,  however,  the  apnea  instead  of 
improving  grows  worse  and  threatens  suffocation,  showing  that 
something  wrong  was  done  either  through  inexperience  or  ac- 
cidentally. It  occurs,  for  instance,  when  -the  cannula  is  intro- 
duced into  the  tissues  instead  of  the  trachea;  or  when  the 
cartilages  were  cut  through  and  the  mucous  membrane  left  in- 
tact, thus  allowing  the  cannula  to  slip  in  between  the  cartilages 
and  the  mucous  membrane;  or  when  through  careless  incision 
the  posterior  walls  of  the  trachea  and  esophagus  were  opened 
and  the  cannula  introduced  into  the  latter.  Finally,  croupous 
membranes  may  accumulate  in  front  of  the  tube  or  may  be 
pushed  downward  against  the  bifurcation  of  the  trachea  and  in 
this  manner  occlude  both  bronchi.  One  who  knows  all  about 
these  mishaps  will  quickly  determine  what  occurred  and  rapidly 
remove  the  danger,  by,  e.g.,  a  second  incision  through  the  mu- 
cous membrane,  removal  of  the  membrane  with  an  elastic  cath- 
eter (which  must  always  be  on  hand),  or  aspiration,  etc.  Mem- 
branes may  also  later  obstruct  the  tube  (remedied  by  cleansing). 
The  length  of  time  the  cannula  is  to  be  left  in  the  trachea 
depends  upon  the  underlying  disease.  In  foreign  bodies  it  can 
be  dispensed  with  after  a  day  or  two,  when  the  wound  rapidly 
heals.  Tumors  must  first  be  extirpated  before  removal  of  the 
tube  can  be  thought  of;  indeed,  at  times  it  must  be  retained  for 
life.  In  diphtheria  it  depends  upon  the  progress  the  patient 
is  making  and  upon  the  condition  of  the  disease.  It  is  always 
advisable  first  to  temporarily  remove  the  tube  from  time  to 
time  in  order  to  determine  if  the  child  can  obtain  a  sufficient 
supply  of  air  through  the  larynx.  The  cannula  should  not  be 
left  in  too  long,  as  there  is  danger  of  its  giving  rise  to  decubital 
ulcers,  which  lead  sometimes  to  fatal  hemorrhages  and  stenoses. 
This  is  especially  apt  to  recur  if  the  cannula  is  too  long.    It  may 
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also  lead  to  granulomas  on  the  edges  of  the  wound,  which  may 
produce  asphj^xia  by  aspiration  of  the  growths  in  the  trachea 
after  removal  of  the  tube.  There  are  some  other  dangers  that 
may  follow  tracheotomy.  If,  for  example,  the  tracheal  wound 
is  too  large  and  the  cutaneous  wound  too  small,  emphysema  of 
the  connective  tissue  ensues;  there  is  also  danger  of  diphtheria 
and  erysipelas  of  the  wound,  and  of  diphtheritic  ulceration  of 
the  tracheal  wall  and  secondary  tracheal  fistulse,  cicatricial  ste- 
nosis, etc.  All  these  dangers,  however,  are  fortunately  of  rare 
occurrence.  Tracheotomy  is  generally  one  of  the  most  gratify- 
ing operations  even  in  diphtheria,  particularly  since  the  advent 
of  the  antitoxin  treatment.  Its  laurels  have  been  somewhat  cut 
since  the  introduction  of  intubation,  which  is  a  bloodless  opera- 
tion and  can  be  performed  earlier  (the  results  obtained  are, 
therefore,  better,  etc.).  Intubation,  however,  can  never  entirely 
replace  tracheotomy  in  private  practice,  because  the  after-treat- 
ment is  very  difficult  [  ?]  and  always  [  ?]  demands  the  presence 
of  the  physician.  After  tracheotomy,  on  the  other  hand,  the 
patient  can  be  intrusted  to  the  care  of  an  experienced  nurse. 
[See  "Intubation.^'] 

Varicella  [Chicken-pox]  is  a  contagious  disease  of  children. 
The  infectious  agent  is  as  yet  unknown.  It  is  very  short  lived. 
Transmission  takes  place  from  person  to  person,  through  an 
intermediate  person,  fomites,  and  through  the  air.  The  sus- 
ceptibility to  varicella  is  greatest  between  the  second  and  tenth 
years  of  life,  but  infants  only  a  few  days  old  may  occasionally 
contract  the  disease;  it  rarely  alfects  larger  children  and  almost 
never  adults.  It  is  essentially  distinct  from  small-pox.  This 
is  proved  by:  1.  Varicella  sometimes  affects  children  a  few 
weeks  after  recovery  from  variola,  and,  vice  versa,  varicella 
appears  soon  after  successful  vaccination.  2.  Vaccination  is 
often  successful  after  an  attack  of  varicella.  [3.  The  uniform 
failure  of  attempts  to  produce  variola  by  inoculating  varicella 
or  vice  versa. — Sheffield.]  The  incubation  period  is  from 
thirteen  to  sixteen  days,  rarely  longer  or  shorter.  Generally 
there  are  no  prodromata;  sometimes,  however,  there  are  head- 
ache, vomiting,  anorexia,  and  difficulty  in  swallowing  owing  to 
angina;  also  conjunctivitis,  transient  ecthyma,  and  in  small 
children  convulsions. 
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The  eruption  occurs  simultaneously  upon  several  portions 
of  the  body  without  any  distinct  grouping,  and  is  sometimes 
associated  with  fever  (usually  101°  to  102°  F.),  of  one  or  two 
days'  duration.  At  first  there  are  round,  red  spots  the  size  of 
a  lentil  with  central  pinhead-sized  vesicles,  filled  with  light 
fluid,  which  attain  the  size  of  a  lentil  or  a  pea  within  from  one 
to  two  hours.  Sometimes  the  spots  are  larger,  pemphigoid,  and 
more  rarely  umbilicated.  Within  from  one  to  two  days  their 
contents  turn  turbid  and  sometimes  purulent.  On  the  third 
day  the  vesicles  usually  collapse  and  desiccate,  and  on  the 
fourth  or  fifth  day  the  brownish -black  crusts  generally  fall  off, 
leaving  red  spots,  which  soon  disappear.  Scars  are  rarely 
formed;  the  latter  usually  develop  in  a  purulent  exanthema  or 
as  a  result  of  scratching.  The  eruption  varies  greatly  from  a 
few  to  a  great  number;  occasionally  they  are  especially  abun- 
dant on  the  chest  and  back.  Sometimes  repeated  crops  occur 
during  several  days;  this  explains  the  coexistence  of  different 
stages  of  the  eruption  (spots,  vesicles,  and  crusts).  The  erup- 
tion is  not  infrequently  seen  upon  mucous  membranes,  partic- 
ularly upon  the  lips,  tongue,  palate,  and  pharynx;  the  vesicles 
burst  rapidly,  giving  rise  to  erosions,  or  ulcerations  with  red. 
margins.  The  exanthema  is  located  also  in  the  larynx,  espe- 
cially upon  the  vocal  cords,  in  the  form  of  small  ulcerations, 
occasionally  giving  rise  to  dyspnea  and  attacks  of  laryngospasm, 
with  bad  prognosis  (sometimes  fatal  termination  in  spite  of 
tracheotomy);  also  upon  the  nasal  mucous  meml)rane,  conjunc- 
tiva, vulva,  and  preputium  (painful  micturition).  The  general 
health  is  usually  unaffected;  more  rarely  there  are  anorexia, 
itching,  occasionally  angina,  and  enlargement  of  the  submaxil- 
lary and  cervical  glands.  Varicella  is  sometimes  associated  with 
diphtheria  or  morbilli. 

The  duration  of  the  disease  is  usually  from  eight  to  four- 
teen days,  but  may  also  be  weeks;  the  prognosis  is,  however, 
quite  favorable. 

Sequelae. — Varicella  very  frequently  gives  rise  to  multiple 
ulcerative  and  gangrenous  processes  of  the  skin.  Some  author- 
ities distinguish  a  special  variety  of  chicken-pox  —  namely. 
varicella  gangrcenosa — in  which  the  vesicles  very  rapidly  termi- 
nate in  deep,  cadaverous  smelling  ulcers  and  extensive  gangrene 
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of  the  skin.  Nephritis  is  also  a  very  frequent  sequel.  This 
nephritis  varicellosa  may  occur  between  the  third  and  tenth  or 
twentieth  day.  It  runs  either  a  latent  or  a  violent  course.  The 
prognosis  in  such  cases  is  doubtful  and  not  infrequently  fatal. 
Occasionally  pleuritis,  pneumonia  [quite  frequently],  multiple 
articular  inflammations,  pyemia  (staphylococcic  infection),  pem- 
phigus, urticaria,  and  sometimes  marasmus  without  explicable 
cause  are  observed. 

Tkeatment. — ^Eest  in  bed  for  from  one  to  three  days  and 
confinement  to  the  house  for  eight  days.  Careful  diet.  During 
desiccation  of  the  vesicles  baths  (at  95°  F.)  are  very  useful. 
To  allay  violent  itching:  "Cooling  ointment ^^  (Q-'^-)  [DobelFs 
solution].  Attention  to  complications.  Eegular  examination 
of  the  urine  up  to  the  third  week. 

Variola  and  Varioloid  [Small-pox]. — Variola  in  children 
who  are  as  yet  immune  against  this  disease  through  vaccination 
is  extremely  rare.  [Congenital  variola  is  on  record. — Shef- 
field..] More  frequently  they  are  attacked  by  varioloid — that 
form  of  small-pox  which  is  characterized  by  brief  duration,  mild 
intensity  of  the  symptoms,  slight  eruption,  deficient  suppura- 
tion (hence  no  secondary  fever),  absence  of  complications  and 
sequelae,  and  favorable  termination.  In  children  under  1  year 
the  mortality  is  from  8  to  10  per  cent. ;  in  older  children  0  to  5 
per  cent.  The  course  is  the  same  as  in  adults,  except  that  the 
initial  stage  is  accompanied  by  high  fever  and  severe  nervous 
symptoms.  Still  more  is  this  the  case  with  variola  vera,  the 
course  of  which  in  older  children  otherwise  resembles  that  in 
adults,  except  that  the  secondary  fever  often  acquires  a  typhoid 
or  septic  character.  In  sucklings  this  affection  is  usually  fatal 
even  before  the  appearance  of  the  characteristic  exanthema. 
Thus  (1)  prostration,  faintness,  high  fever,  nervous  symptoms, 
refusal  of  food,  and  death;  or  (2)  after  two  days,  appearance  of 
a  papular  exanthema  on  the  buccal  and  pharyngeal  mucous 
membranes,  inability  to  take  food,  and  in  consequence  death 
from  exhaustion;  or  (3),  rarely,  development  of  the  typical 
exanthema  continues,  but  death  occurs  before  the  suppurative 
stage.  In  older  children  up  to  3  years  of  age  the  onset  is  sud- 
den, with  fever,  violent  convulsions,  delirium,  sometimes  vom- 
iting and  diarrhea,  rapid  collapse,  and  coma;  then  appearance 
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of  papules  in  the  mouth  and  throat,  puffiness  of  the  face,  nod- 
ules on  the  skin,  gradually  increasing  prostration,  and  death 
within  a  few  days.  But  very  few  children  under  3  years  of  age 
survive. 

[^Typical  eruption:  during  the  tliird  day  the  characteristic 
eruption  makes  its  appearance,  first  on  the  forehead  and  lips, 
consisting  of  coarse,  red  spots.  With  the  appearance  of  the 
eruption  all  the  marked  symptoms,  including  the  fever,  abate, 
the  patient  feeling  quite  comfortable.  On  the  fifth  day  of  the 
disease  the  spots  become  papules;  on  the  sixth  day  they  arc 
transformed  into  vesicles,  which  soon  become  umbilicated;  on 
the  eighth  day  the  vesicles  change  to  pustules ;  on  the  ninth  day 
the  pustules  are  purulent,  and  each  surrounded  with  a  broad, 
red  band — the  halo,  or  areola;  the  face  becomes  swollen,  and 
the  features  distorted;  on  the  eleventh  day  pus  oozes  from  the 
pustules  and,  drying,  forms  the  scab,  or  crust,  which  on  the 
seventeenth  to  twenty-first  day,  drops  off,  leaving  a  red,  glisten- 
ing depression  or  pit,  soon  changing  into  a  white  cicatrix. — 
Sheffield.] 

CoMPLiCATioxs  AND  Sequel^. — Scvcre  inflammation  of 
the  larynx,  bronchi,  lungs  and  serous  membranes,  stomatitis, 
noma,  severe  inflammations  of  the  eyes  (even  phthisis  bulbi), 
otitis  media,  gastro-intestinal  affections,  and  nephritis. 

The  DIFFERENTIAL  DIAGNOSIS  between  variola  and  menin- 
gitis in  infants  and  variola  (stadium  maculosum)  and  morbilli 
in  older  children  is  sometimes  somewhat  difficult  in  the  initial 
stage. 

Treatment. — In  high  temperature  and  severe  constitu- 
tional symptoms  cool  baths  and  packs  followed  by  stimulants; 
otherwise  prolonged  warm  baths.  Disinfection  of  the  mouth, 
nose,  and  eyes  with  solutions  of  potassiimi  permanganate.  Eec- 
tal  alimentation.  In  deep  extension  of  the  exanthema,  thymol 
[ichthyol  or  carbolic  acid  ointment].  Later  roborants.  [To 
prevent  pitting  keep  the  patient  in  a  dark  (red  light  ?),  well-ven- 
tilated room.  Masks  of  some  unctuous  material  to  exclude  the 
air.  Cold-water  compresses,  with  antiseptic  solutions,  especially 
to  the  face  and  hands. — Sheffield.] 

Vaccination. — Prophylactic  vaccination  against  small-pox 
is  one  of  the  most  beneficent  prophylactic  measures,  as  it  has 


206  PKACTICAL  PEDIATKICS. 

reduced  to  a  minimum  the  number  of  true  eases  of  small-pox. 
The  full  j^rotection  against  this  disease  begins  on  the  tenth  day 
and  generally  continues  for  from  eight  to  ten  years,  sometimes 
for  a  much  longer  and  sometimes  a  shorter  period,  depending 
upon  the  number  of  the  developed  inoculation  pustules,  the  dis- 
position of  the  individual,  etc.  According  to  the  law  of  the 
State,  all  children — except  those  who  are  very  delicate,  mark- 
edly rachitic,  syphilitic,  and  scrofulous,  suffering  from  extensive 
skin  eruptions  or  severe  acute  diseases,  etc.,  in  whom  vaccina- 
tion may  indefinitely  be  postponed — must  be  vaccinated  once 
during  the  second  year  and  a  second  time  (revaccination)  dur- 
ing the  twelfth  year  of  life.  Public  vaccination  usually  takes 
place  in  May  and  July  [in  this  country  preferably  in  May  and 
October],  and  the  private  physician  also  should  select  this 
time,  when  neither  excessive  heat  nor  cold  prevails. 

Children  under  three  months  should  not  be  vaccinated  un- 
less special  circumstances  (a  case  of  small-pox  in  the  city)  de- 
mand it.  It  is  best  to  vaccinate  children  between  the  fourth  to 
the  sixth  month,  when  they  are  not  as  yet  afraid,  not  apt  to 
scratch,  and  not  teething.  According  to  the  regulation  [in 
Germany],  four  inoculations  are  to  be  made  [in  this  country 
only  one  inoculation  is  usually  made  at  the  insertion  of  the 
deltoid  muscle — Sheffield],  one  centimeter  long  and  one  and 
one-half  centimeters  apart.  The  right  arm  is  chosen  for  the 
first  vaccination  and  the  left  for  revaccination.  In  the  first  two 
days  the  inoculations  appear  as  simple  red  streaks.  On  the 
third  or  fourth  day  they  are  somewhat  elevated  and  the  sur- 
rounding parts  slightly  reddened;  on  the  fifth  day  a  small 
vesicle  with  serous  contents  usually  appears  on  each  inoculation 
mark,  then  enlarges,  becomes  pustular,  and  reaches  its  full  de- 
velopment (centrally  umbilicated  pustules)  about  the  eighth 
to  the  ninth  day.  Simultaneously  with  this  process  the  sur- 
rounding skin  gradually  becomes  more  inflamed,  infiltrated, 
deep  red,  and  hot.  The  pustules  persist  a  few  days,  dry  up  or 
break,  and  by  the  eleventh  to  the  thirteenth  day  are  covered 
with  a  scab.  The  inflammation  of  the  surrounding  parts  grad- 
ually subsides,  but  the  scab  remains  stationary  for  some  time 
and  does  not  fall  off  until  two  to  three  weeks  afterward,  when 
it  lays  bare  scars,  which  are  at  first  red,  but  gradually  become 
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white  and  glistening  in  appearance.  They  usually  remain  vis- 
ible throughout  life. 

Vaccination  is  also  followed  by  a  constitutional  reaction. 
From  the  fourth  to  the  fifth  day  after  vaccination  the  children 
become  restless,  indisposed,  somewhat  feverish,  and  sleep  badly. 
The  fever  increases  up  to  the  tenth  or  twelfth  day,  and  then 
drops.  This  is  the  normal,  the  most  frequent,  course  of  vac- 
cination; the  children  are  temporarily  not  entirely  normal;  but 
they  cannot  be  considered  sick  and  are  not  in  any  manner 
harmed  by  the  procedure.  ■ 

Unfortunately,  however,  disturbances  are  occasionally  met 
during  the  course  of  vaccination,  partly  with  and  partly  without 
the  fault  of  the  physician.  Indeed,  these  disturbances  can,  and 
at  present  usually  are,  prevented;  the  inevitable  ones  are  so 
rare  that  the  antivaccinationists  are  entirely  in  the  wrong  to 
utilize  them  as  weapons  for  the  suppression  of  the  extraordi- 
narily beneficent  little  operation.  In  olden  times,  when  human- 
ized lymph  was  employed,  cases  occurred  in  which  syphilis, 
tuberculosis,  etc.,  were  transmitted  from  one  child  to  many 
others;  and  as  asepsis  was  not  as  perfected  as  it  is  at  the  pres- 
ent time,  wound  infections,  such  as  erysipelas,  phlegmons,  etc., 
were  not  infrequent.  At  present,  however,  with  the  employ- 
ment of  animal  lymph  and  observance  of  strictest  cleanliness, 
such  occurrences  are  hardly  ever  observed. 

Manifold  disturbances  or  deviations  from  the  normal  still 
occur  after  vaccination,  but  they  are  generally  harmless  in  na- 
ture. Thus,  the  pustules  may  develop  earlier,  particularly  in 
midsummer,  or  later  than  normal,  during  cold  weather.  Fur- 
thermore, some  children  react  very  strongly  to  vaccination;  so 
that  the  local  as  well  as  the  constitutional  symptoms  are  unusu- 
ally intense.  The  pustules  may  become  very  large;  the  redness 
in  the  vicinity  very  marked  and  extensive ;  the  axillary  glands 
very  much  swollen  and  painful;  the  whole  arm  strongly  infil- 
trated; the  fever  very  high,  up  to  101°  F.;  and  convulsions, 
bronchitis,  and  intestinal  catarrh  may  develop.  Sometimes 
these  symptoms  are  a  direct  result  of  fault}^  vaccination.  The 
inoculations  may  be  too  large,  the  Mnph  too  old,  or  the  asepsis 
defective.  Under  such  conditions  suppuration  of  the  glands, 
phlegnionous  processes,  and  erysipelas  may  set  in  on  the  second 
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or  third  day  after  vaccination,  or  later  during  the  stage  of  desic- 
cation, at  which  time  it  is  surely  due  to  secondary  infection.  It 
sometimes  happens  that  the  inoculation  wounds  do  not  cicatrize 
after  the  scab  has  formed  and  that  new  scabs  appear  on  the 
surface  of  the  wound,  so  that  the  healing  process  is  very  much 
retarded.  Also  ulcerations  which  are  very  refractory  to  treat- 
ment are  sometimes  observed. 

Occasionally  the  contents  of  the  pustule  become  bloody. 
It  is  an  innocent  local  process  and  entirely  distinct  from 
purpura  vaccinatoria,  which  is  manifested  by  the  appearance  a 
few  days  after  vaccination  of  cutaneous  hemorrhages  all  over 
the  body  (also  innocent  in  nature).  A  mixed  infection  with 
impetigo  contagiosa  may  take  place  during  vaccination.  Other 
skin  eruptions,  such  as  erythema,  lichen,  psoriasis,  and  eczema 
not  rarely  develop  after  vaccination.  Disturbances  not  infre- 
quently arise  as  a  result  of  scratching  of  the  pustules.  The 
ulcers  previously  spoken  of  are  probably  produced  in  the  same 
manner.  Also  auto-inoculation  may  occur.  The  children 
scratch  themselves  and  carry  the  virus  to  the  eyes,  so  that  a 
vaccine  opJitlialmia  develops;  frequently  only  a  blepharitis  with 
a  favorable  prognosis,  or  sometimes  a  keratitis,  iritis,  etc.,  with 
a  doubtful  prognosis,  is  observed.  Or  they  transfer  the  virus 
to  some  diseased  parts  of  the  skin  (eczema,  acne,  etc.),  and 
produce  new  inoculation-pustules,  so  that  so-called  general  vac- 
cinia is  the  result.  The  latter  may  develop  also  from  within 
independently  of  any  external  influences.  This  is  CvSpecially  the 
case  with  children  predisposed  to  skin  diseases.  As  eczema 
forces  children  to  scratch,  it  is  always  best  not  to  vaccinate 
those  suffering  from  eczema.  Vaccinia  may  by  inoculation  also 
be  transmitted  to  other  children  or  adults,  e.g.,  by  means  of 
bedsheets,  bath-water,  sponges,  beds,  etc.  Inoculation  pustules 
have  been  observed  even  on  the  tongue  from  sucking  of  the 
fingers  infected  by  vaccine. 

Albuminuria  is  one  of  the  constitutional  disturbances 
which  occasionally  complicates  vaccination.  It  is  usually  mild 
and  transient,  but  true  nephritis  is  sometimes  met.  It  must 
finally  be  mentioned  that  vaccination  is  as  yet  occasionally  fol- 
lowed by  scrofula,  tuberculosis,  and  syphilis,  notwithstanding 
the  use  of  animal  vaccine.    In  these  cases,  however,  it  is  not  a 
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question  of  a  new  infection,  but  of  latent  diseases  which  become 
active  through  vaccination. 

The  symptoms  accompanying  normal  cases  of  vaccination 
require  no  treatment.  The  children  should  be  kept  clean  (it 
is  best  to  interrupt  bathing  from  the  sixth  to  the  ninth  day), 
and  the  inoculated  spot  protected  against  infection  and  mechan- 
ical injuries;  the  hands  of  the  child  should  be  washed  several 
times  a  day  and  the  nails  kept  short.  Also  a  protective  bandage, 
e.g.,  the  useful  Fiirst  shield  [all  vaccine  shields  should  be  dis- 
carded; nothing  is  better  than  a  clean,  sterilized  piece  of  linen 
kept  in  place  by  sewing  to  the  sleeve  of  the  shirt — Sheffield]. 
If  itching  or  inflammatory  S3anptoms  are  very  severe,  cold  com- 
presses of  lead-water,  aluminium  acetico-tartrate,  boric  acid  solu- 
tion, or  boric  acid  ointment  on  a  piece  of  gauze  may  be  applied. 
Otlier  local  complications,  such  as  ulcers  (1-per-cent.  silver 
nitrate),  erysipelas,  skin  eruptions,  etc.,  should  be  treated  symp- 
tomatically. 

Bevaccination  usually  runs  a  milder  course  than  first  vac- 
cination. As  a  rule,  little  vesicles  and  nodules  appear  instead 
of  pustules.  Legally  [in  Germany]  the  development  of  a  nod- 
ule is  looked  upon  as  a  successful  revaccination,  while  in  first 
vaccination  the  presence  of  at  least  two  fully  formed  pustules  is 
required;  otherwise  the  child  must  be  revaccinated  the  follow- 
ing year  or  even  a  third  time.  If  there  is  but  one  pustule,  the 
child  may  be  auto-inoculated  from  this  pustule  on  the  seventh 
or  eighth  day.  The  general  symptoms,  fever,  etc.,  are  usually 
very  mild  in  revaccination,  but  the  complications  may  be  iden- 
tical with  those  of  first  vaccination. 

Epidemic  Cerebro-spinal  Meningitis  is  an  epidemic  and 
sporadic  infectious  disease  that  attacks  preferably  young  indi- 
viduals. Sucklings  are  rarely  aft'ected.  The  cause  is  as  yet  not 
precisely  known,  but  is  probably  a  variety  of  the  pneumococcus, 
— the  diplococcus  intracellularis  (meningococcus), — which  is  at 
times  found  in  the  cerebro-spinal  fluid  (see  "Lumbar  Punc- 
ture ").  The  portal  of  entry  is  probably  the  nose  or  ear.  It  is 
certainly  contagious,  but  not  to  a  great  extent.  The  contagion 
is  carried  by  means  of  articles  in  use  and  even  corpses. 

The  onset  is  usually  sudden  and  unaccompanied  by  pro- 
dromata ;  or  it  is  preceded  by  a  few  days^  depression,  anorexia, 
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restless  sleep,  and  the  like,  with  fever,  chills,  severe  headache, 
convulsions,  epistaxis,  and  vomiting;  the  last  three  symptoms 
may  recur  during  the  course  of  the  affection.  To  these  symp- 
toms are  soon  added  severe  nervous  manifestations,  such  as 
restlessness,  jactitations,  insomnia,  extremely  severe  headache, 
pain  in  the  neck  and  whole  vertebral  column, — the  latter  is  also 
very  painful  on  pressure  and  motion, — stiffness  of  the  neck  and 
back  up  to  opisthotonos,  marked  hyperesthesia,  photophobia, 
tinnitus,  complete  anorexia,  emaciation,  acceleration  of  the 
pulse,  contraction  of  the  pupils;  often,  also,  arthralgia,  vague 
pain  in  various  localities,  conjunctivitis,  herpes  facialis,  tran- 
sient erythema,  peteehise,  constipation,  retracted  abdomen,  and 
enlargement  of  the  spleen.  At  the  end  of  the  first  week  there 
is  a  gradual  transition  into  somnolence,  even  coma,  deep  respira- 
tion, sighing;  sometimes  grinding  of  the  teeth,  occasional 
shrieking,  convulsions,  and  more  or  less  severe  delirium.  The 
fever,  except  in  the  beginning,  is  irregular  and  not  very  high. 
There  is  often  diarrhea  and  at  times  albuminuria.  The  pulse 
is  either  slow  or  rapid  and  irregular.  The  pupils  are  dilated 
and  unequal.  Sometimes  aggravation  alternates  with  improve- 
ment. The  intense  headache  continues  also  during  somnolence, 
and  is  indicated  by  the  child's  grasping  the  head.  There  are 
also  contractures,  especially  flexion  contractures  at  the  knee. 
Kernig^s  ^  and  Leichtenstern^s "  signs  are  usually  present,  and 
not  infrequently  also  unilateral  or  bilateral  paralysis,  especially 
of  the  ocular  muscles,  the  facialis,  trigeminus,  and  the  extremi- 
ties. In  severe  cases  there  are  deafness  and  blindness  as  a  result 
of  extension  of  the  inflammation  to  the  optic  nerve  or  laby- 
rinth; also  keratitis,  cyclitis,  panophthalmitis,  or  otitides. 
Meningitis  is  not  rarely  complicated  by  croupous  pneumonia. 


^  Kernig-'s  sign  is  often  ol)served  in  epidemic  and  sporadic  cerebro- 
spinal meningitis  [and  typhoid  ;  it  is  not  pathognomonic — Sheffield].  In 
this  cond  tion  it  is  impossible  to  extend  the  legs  when  the  body  is  rectangu- 
larly flexed  at  the  hip.     Extension  in  the  horizontal  position  is  possible. 

-  Leichtenstern's  symptom  consists  of  lighting-like  contraction  of 
the  whole  body  on  striking  any  part  of  the  bony  framework  with  the 
percussion-hammer.  It  is  often  observed  in  epidemic  cerebro-spinal 
meningitis. 
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In  favorable  cases  the  symptoms  gradually  diminish  except, 
perhaps,  the  headache  and  anorexia,  which  sometimes  persist 
very  stubbornly;  and  convalescence  occurs  about  the  end  of  the 
second  or  the  beginning  of  the  third  week.  Recovery  is  rare. 
Much  more  frequently  meningitis  is  followed  by  deafness,  blind- 
ness, hydrocephalus,  imbecility,  paralysis,  contractures,  and  epi- 
lepsy. Sometimes  the  course  is  protracted;  aggravation  alter- 
nates with  amelioration  for  weeks  (sometimes  regularly  inter- 
mittent, as  in  malaria),  until  either  recovery  or  death  takes 
place.  Death  is  usually  a  result  of  exhaustion  or  complications. 
Sometimes,  again,  the  course  of  the  disease  is  very  rapid,  and 
death  occurs  in  less  than  a  week  with  coma,  convulsions,  failure 
of  the  heart  or  respiration,  preceded  by  extremely  severe  symp- 
toms, high  fever,  etc.  Indeed,  the  course  may  be  hyperacute 
(meningitis  siderans) ;  so  that  death  supervenes  after  hours  or 
within  from  one  to  two  days. 

There  arc  also  abortive  forms  of  meningitis  in  which  all 
symptoms  are  very  mild  and  disappear  after  one  week;  so  that 
the  patient  is  often  able  to  walk  about. 

The  prognosis,  liowever,  is  always  doubtful,  and  even  after 
an  abortive  course  severe  symptoms  may  appear.  Death  or 
severe  sequelre  occur  in  about  50  per  cent,  of  the  cases.  The 
younger  the  patient,  the  more  violent  the  symptoms  and  the 
worse  the  prognosis. 

Treatmext. — Isolation  of  the  patient  in  a  dark,  quiet 
room.  In  the  beginning,  brisk  cleansing  of  the  intestines  by 
calomel,  senna,  etc.;  inunction  of  mercury  ointment  (0.5  to  1.0 
[gr.  viii-xv])  [unguentum  Crede]  or  iodoform  ointment  (from 
5  to  10  per  cent.)  every  three  hours.  Icebag  to  the  head  (hair 
clipped).  Chapman^s  icebag  to  the  neck,  and  in  strong  children 
leeches  behind  the  ear  (in  small  children,  two  or  three;  in 
larger  ones,  from  five  to  eight).  Nutritious,  nonirritating  food 
by  mouth  or  rectal  feeding.  In  severe  nervous  symptoms  pro- 
longed warm  baths  with  cold  showers.  At  the  present  day  warm 
baths  (from  86°  to  90°  F.)  are  lauded  in  meningitis.  Xarcotics 
— morphin  hypodermically  or  [sulphonal]  chloral  0.5  to  1.0  [gr. 
viii-xv]  by  enema — and  phenacetinor  antipyrin  may  also  be  tried. 
Attention  to  the  bladder  [catheterization].  In  collapse,  large 
doses  of  alcohol  and  other  stimulants.    At  the  acme  of  the  dis- 
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ease  corrosive  sublimate  subcutaneously  sometimes  proves  effective 
and  should  be  administered,  first  daily,  later  every  two  days 
(0.005  to  0.01  [gr.  yi2  to  Yg]  according  to  age)  and  also,  occa- 
sionally, lumbar  puncture  (q.v.).  In  protracted  cases  potassium 
iodid.  In  convalescence  avoidance  of  psychical  irritation.  The 
child  is  to  be  kept  from  school  for  months.  Eesidence  in  the 
country  (not  seashore)  and  tonics. 

Pertussis  (Tussis  Convulsiva  [ Whooping^-cough] )  is  a  con- 
tagious (through  the  sputum)  and  often  epidemic  disease  of 
childhood.  It  occurs  usually  once  in  a  lifetime  and  generally 
between  the  second  and  fifth  year,  but  also  in  sucklings  and 
adults.  The  exciter  of  pertussis  is  as  yet  unknown,  although 
several  investigators  claim  to  have  discovered  it.  Pertussis  is 
characterized  by  a  peculiar  paroxysmal  cough.  There  are  three 
stages  of  the  disease,  which  are  sometimes  easily  distinguishable 
from  one  another  and  other  times  merge  unnoticeably  together. 

Stadium  catarrliale  is  manifested  by  simple  catarrh  of  the 
upper  air-passages  without  characteristic  signs,  and  lasts  from 
eight  to  twelve  days.  It  not  infrequently  begins  with  coryza, 
mild  conjunctivitis,  pharyngitis,  and  laryngitis,  and,  in  children 
with  a  predisposition,  with  pseudocroup.  Sometimes  mild  gen- 
eral symptoms,  such  as  anorexia,  languor,  restless  sleep,  and 
slight  fever,  mark,  the  beginning  of  an  attack. 

The  usually  dry  cough  gradually  increases  in  intensity  and 
changes  into  typical  attacks,  which  are  characteristic  of  the 
second  stage.  This  stage  stadium  convulsivum,  lasts,  as  a  rule, 
from  four  to  six  weeks  and  sometimes  longer.  The  paroxysms 
are  sometimes  preceded  by  an  aura,  by  vomiting,  sneezing,  etc., 
and  older  children  usually  feel  the  approach  of  a  paroxysm. 
Each  paroxysm  consists  of  a  number  of  short,  barking,  dull,  ex- 
piratory, successive  acts  of  coughing,  interrupted  from  time  to 
time  by  deep  whistling  or  stridulous  inspiration,  and  is  con- 
cluded with  the  expulsion  of  a  glassy,  tenacious  mucus  and  often 
also  vomiting  of  food  residue.  During  the  paroxysms,  particu- 
larly when  they  gradually  grow  worse,  as  is  usually  the  case, 
there  is  considerable  venous  stasis.  The  face  is  at  first  red, 
then  blue  and  puffed,  particularly  at  the  eyelids;  the  veins  of 
the  neck  swell ;  there  is  bleeding  from  the  nose,  in  the  skin,  con- 
junctiva, and  throat  (sputum  tinged  with  blood),  more  rarely 
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from  the  car  from  rupture  of  the  drum-membrane  (usually  heals 
without  sequelaa),  in  the  meninges^  etc.  If  the  paroxysms  are 
very  frequent  the  pufflness  is  permanent.  In  small  and  partic- 
ularly in  rachitic  children  general  convulsions  and  involuntary 
defecation  and  urination  are  sometimes  observed.  Not  infre- 
quently prolapsus,  hernias,  etc.,  develop.  Each  paroxysm  lasts 
for  from  one  to  five  minutes,  and  recurs  ten  to  twenty  and  even 
fifty  or  sixty  times  in  twenty-four  hours.  The  paroxysms  are 
excited  by  eating,  particularly  if  the  food  is  dry  and  brittle; 
sudden  change  of  temperature;  screaming;  crying;  laughing; 
pressure  against  the  larynx,  and  examination  of  the  throat  (a 
valuable  aid  in  cases  difficult  of  diagnosis).  Very  often  one  fit 
of  coughing  is  followed  by  another  milder  one  and  still  more 
rarely  by  a  third  one.  During  this  stage,  as  a  result  of  friction 
of  the  sublingual  parts  against  the  teeth  during  the  paroxysms, 
a  lentil-  to  pea-  sized  ulcer  develops  either  under  the  tongue  at 
the  frenulum  or  more  rarely  upon  the  tongue  at  the  tip  or  near 
the  frenulum.  Between  the  paroxysms  tliere  is  often  complete 
eu2:)horia  or  a  simple  cough  (bronchitis)  with  no  objective  symp- 
toms. Sometimes,  however,  the  patients  are  quite  sick.  In 
intense  attacks  they  are  usually  very  pale  and  thin. 

Gradually  the  attacks  become  milder  and  less  frequent — 
transition  into  the  third  stage,  stadium  decrementi,  takes  place, 
during  which  the  paroxysms  lose  their  typical  character  and  a 
simple  catarrhal  cough,  with  a  more  yellow  and  purulent  ex- 
pectoration, returns  and  lasts  for  from  two  to  three  weeks. 

The  affection  usually  lasts  for  from  eight  to  ten  weeks,  but 
may  persist  for  many  months,  particularly  in  small,  delicate 
children  and  in  those  living  under  bad  hygienic  conditions. 
Relapses  as  well  as  complications  and  sequelas  may  occur,  as  a 
result  of  colds  or  excitement.  The  complications  consist  chiefly 
of  lung  affections,  such  as  capillary  bronchitis  and  broncho- 
pneumonia, which  have  a  tendency  to  become  chronic  and  very 
dangerous,  especially  in  rachitic  and  scrofulous  children;  and 
also,  but  not  as  frequently,  of  pulmonary  emphysema  and  pneu- 
mothorax. Emphysema  of  the  skin  also  occurs,  owing  to  rup- 
ture of  some  alveoli.  Nephritis,  otitis  media,  paralyses  of  the 
larynx,  and  not  rarely  complications  or  sequelae  of  the  nervous 
system,  particularly  of  the  brain,  such  as  soporous  conditions, 
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convulsions,  hemiplegia,  either  transient  or  permanent,  are 
observed.  Hemorrhagic  meningitis,  encephalitis,  softening  of 
the  brain  (Jarke),  also  mental  diseases  (imbecility,  idiocy, 
ecstatic  conditions,  hallucinations,  insanity);  furthermore,  af- 
fections of  the  organs  of  special  sense,  such  as  the  eyes  (ambly- 
opia, amaurosis)  and  ears  (difficult  hearing,  deafness)  may 
occur.  More  rarely  the  spinal  cord  becomes  affected  (myelitis, 
acute  poliomyelitis,  hemorrhages,  hemorrhagic  inflammation, 
and  polyneuritis).  Very  frequent  sequelae  are:  Chronic  bron- 
chial catarrh,  pulmonary  emphysema,  phthisis;  more  rarely 
acute  miliary  tuberculosis  as  a  result  of  caseation  of  the  bron- 
chial glands,  tuberculous  meningitis,  and  bronchiectasis.  Henoch 
saw  also  deformity  of  the  thorax,  resembling  rachitic  '^  chicken 
breast."  [Very  mild  cases  also  are  encountered  which,  in  the 
absence  of  an  epidemic,  may  escape  observation.  As  children 
suffering  from  such  mild  attacks  are  liable  to  infect  other  chil- 
dren, they  should  as  much  as  possible  be  kept  apart. — Shef- 
field.] 

The  PROGNOSIS  is  quite  good  in  older  and  strong  children 
free  from  constitutional  diseases  and  living  under  good  hygienic 
conditions.  On  the  other  hand,  in  younger,  delicate,  and  par- 
ticularly in  rachitic,  scrofulous,  and  tuberculous  children,  who 
live  in  poor  environment,  the  prognosis  is  bad  in  view  of  the  ex- 
treme frequency  and  intensity  of  the  paroxysms  and  the  great 
tendency  to  complications.  The  prognosis  is  also  less  favorable 
in  cases  preceded  or  accompanied  by  measles.  Death  during  a 
paroxysm  is  very  rare.  Children  frequently  remain  anemic  and 
delicate,  and  recuperate  with  difficulty  or  not  at  all  (tubercu- 
losis of  the  bronchial  glands). 

Treatment. — Fresh  air  is  of  primary  importance.  Except 
in  the  presence  of  complications  the  patient  should  remain  the 
greater  part  of  the  day  outdoors.  The  rooms  must  he  fre- 
quently aired.  It  is  best  alternately  to  use  several  ventilated 
rooms.  All  exciting  causes  should  as  much  as  possible  be 
avoided.  The  food  should  first  of  all  be  bland  and  strengthen- 
ing and  be  partaken  in  small  amounts  at  frequent  intervals — if 
possible,  after  a  paroxysm.  Medicinally,  quinin  [aristochin 
has  recently  been  highly  recommended]  and  antipyrin  [creosote 
carbonate  (creosotal)].    Of  older  remedies  successfully  used  are 
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potassium  bromid,  belladonna,  sodium  salicylate,  phenacetin, 
and  coccionella.  Of  newer  remedies  the  following  are  deserving 
of  trial:  Bromoform,  tussol,  pertussin,  antispasmin,  and 
peronin  [all  these  remedies  should  be  employed  with  caution 
— Sheffield].  Alkaline  waters,  such  as  Emser  and  Gleichen- 
bergcr,  are  also  administered  (to  younger  children,  a  few 
tablespoonfuls  three  to  four  times  a  day,  and  to  older  ones  up 
to  1  cupful).  Also  inhalations  of  [tricresol]  carbolic  acid  (linen 
cloths  dipped  in  a  5-  to  10-per  cent,  solution  and  hung  over  the 
bed).  Change  of  residence  (country,  mountains,  or  seashore) 
should  at  most  be  recommended  in  the  third  stage.  When  the 
paroxysms  are  very  frequent  or  intense,  narcotics,  such  as 
chloral  hydrate  [sulphonal]  or  morphin  (dionin)  must  be  re- 
sorted to.  [Paroxysms  of  whooping-cough  may  frequently  be 
controlled  by  pulling  the  lower  jaw  downward  and  forward. 
This  manipulation  is  harmless  and  painless.  Its  application  is 
contra-indicated  only  when  food  is  present  in  the  mouth  or 
esophagus. — Sheffield.] 

Parotitis  Epidemica  (Mumps)  is  a  contagious  (carried  also 
by  means  of  utensils),  not  rarely  epidemic,  affection  which  is 
frequentty  met  in  childhood  and,  as  a  rule,  but  once  in  a  life- 
time. It  rarely  occurs  in  children  imder  1  or  2  years  of  age. 
The  incubation  period  lasts  from  ten  to  eighteen  days.  In  the 
last  few  days  there  are  usually  a  feeling  of  indisposition,  pain 
in  the  ear  region  and  throat,  and  difficult  deglutition.  This  is 
soon  followed  by  a  gradually  increasing  swelling  below  and  in 
front  of  the  ear,  which  continues  beyond  the  angle  of  the  jaw 
and  under  the  mastoid  process,  and  ends  in  a  rounded  pro- 
tuberance. Usually  the  other  side  is  also  soon  affected.  In 
severe  cases  there  is  confluence  of  the  bilateral  tumor,  so  that 
the  whole  submaxillary  portion  presents  a  sausagelike  swelling. 
In  some  cases  the  swelling  reaches  to  the  external  end  of  the 
clavicle.  The  disease  reaches  its  acme  on  the  third  or  fourth 
day.  On  the  first  day  there  is  often  fever  (up  to  102°  F.); 
later  none.  As  a  rule,  there  is  no  constitutional  disturbance 
and  only  exceptionally  are  there  high  temperature  (103°  or 
104°  F.),  severe  headache,  vomiting,  etc.  Pain  is  always  pres- 
ent on  turning  the  head  and  opening  the  mouth,  chewing,  etc., 
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and  sometimes  there  is  also  involvement  of  the  eyes,  such  as 
acute  conjunctivitis,  photophobia,  edema  of  the  lids,  and  che- 
motic  swelling  of  the  conjunctiva ;  more  rarely  tonsillar  angina, 
and  sometimes  albuminuria,  especially  during  the  acme  of  the 
disease  (second  or  third  day),  occur.  In  this  stage  the  parotid 
swelling  is  diffuse  and  tense,  rarely  hard.  The  skin  is  colorless; 
more  rarely  it  is  red,  glossy,  and  painful.  Occasionally  there  is 
also  swelling  of  the  other  salivary  glands  and  likewise  of  a  few 
lymph-glands,  and  not  infrequently  involvement  of  the  lacrymal 
glands.  The  condition  remains  stationary  for  a  few  days;  it 
then  begins  to  diminish  and  gradually  disappears  in  from  five 
to  six  days;  less  frequently  in  fourteen  days. 

The  DIAGNOSIS  is  usually  easy.  Parotitis  may,  however,  be 
mistaken  for  swellings  in  the  same  region,  due  to  stomatitis, 
alveolar  periostitis,  retropharyngeal  abscess,  or  dentition  (usu- 
ally first,  rarely  second).  The  swelling  in  these  conditions,  how- 
ever, appears  as  a  doughy,  normally  colored,  later  reddened, 
fluctuating  mass;  is  usually  unilateral,  and  later  ends  in  sup- 
puration (connective-tissue  abscess,  starting  from  the  lymph- 
glands). 

As  a  rule,  the  peogfosis  of  parotitis  is  favorable  and  usu- 
ally free  from  complications  and  sequelae.  Orchitis  is  rare  in 
children  and  usually  occurs  only  at  puberty.  It  generally  ends 
in  recovery.  It  may  rarely  give  rise  to  atrophy  of  the  organ. 
Still  more  infrequent  complications  are  swelling  of  the  mammae, 
ovaries,  and  labia.  Parotitis  also  frequently  gives  rise  to 
nephritis,  paralyses,  and  encephalitis,  as  well  as  diverse  ear 
affections,  which  terminate  in  deafness,  and  deaf -mutism,  par- 
ticularly exudation  in  the  organs  which  perceive  the  sound. 
The  prognosis  in  such  cases  depends  upon  the  extent  of  the 
destruction  of  the  parts.  In  bilateral  deafness  it  is  usually  bad. 
Eichhorst  saw  a  case  of  ptyalism  which  persisted  for  three 
months  and  was  finally  cured  by  atropin.  The  swelling  is 
usually  distributed  and  very  rarely  results  in  an  abscess.  Paro- 
titis is  sometimes  followed  by  obstinate  anemia. 

Treatment. — Expectant.  The  first  day  rest  in  bed,  then 
confinement  indoors.  The  swelling  should  be  anointed  with  oil 
or  vaselin  and  covered  with  cotton.    Fluid  diet. 
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[IJ  Pliimbi  iodidi  3.0     (gr.  xlv). 

Ichthyol 4.0     (3j). 

Ammonii  chloridi 2.0     (3ss) . 

Lanolini 24.0     (5vj). 

Sheffield.] 

Typhoid  Fever  is  quite  frequent  in  children,  particularly 
between  the  fifth  and  twelfth  years.  It  is  rare  in  children  from 
1  to  2  years  of  age.  [Cases  of  fetal  typhoid  are  on  record. — 
Sheffield.]  The  morbid  anatomical  condition  in  the  intes- 
tinal canal  is  milder  than  in  adults;  ulcers  are  rare,  and,  if 
present,  are  small,  superficial,  and  isolated.  Hemorrhages  and 
intestinal  perforations  in  the  course  of  typhoid  in  children  are 
therefore  quite  rare.  The  convalescent  stage  is  brief,  the 
marasmus  soon  disappears,  and  the  patient  recuperates  quickly 
without  leaving  behind  any  cicatrices  in  the  intestines  or  any 
tendency  to  contraction  of  cicatricial  stenoses.  This  is  due  to 
the  fact  that  the  course  of  typhoid  in  chiklrcn  is,  as  already 
mentioned,  milder  in  adults. 

The  contagiousness  of  typhoid  is  very  slight.  Children 
sleeping  next  to  typhoid  patients  almost  never  contract  the  dis- 
ease. Strict  isolation  is  therefore  unnecessary,  and  the  brothers 
and  sisters  of  the  patient  may  be  permitted  to  go  to  school,  if 
they  are  not  allowed  to  come  in  too  close  contact  with  the 
patient. 

The  SYMPTOMATOLOGY  of  tvphoid  fever  in  larger  children 
is  identical  with  that  in  adults,  except  that  the  attacks  are 
milder  and  of  shorter  duration.  In  smaller  children  it  not 
rarely  deviates  considerably  from  that  in  adults.  As  a  rule,  the 
younger  the  child,  the  greater  the  deviation  of  the  clinical 
picture.  The  onset  is  more  protracted,  more  complex,  and  in- 
distinct. It  begins  usually  with  ill  humor,  anorexia,  bad  sleep, 
thirst,  and  sometimes  diarrhea,  vomiting,  and  fever.  Some- 
times the  onset  is  very  sudden,  not  at  all  like  that  of  typhoid. 
The  individual  stages  are  shorter,  ill  defined,  diarrhea  is  often 
absent,  and  the  stools  are  sometimes  hloody  or  greenish,  resem- 
bling a  mixture  of  milk  and  cofi^ee.  Sometimes  there  is  consti- 
pation and  often  total  loss  of  appetite  throughout  the  whole 
course  of  the  disease.  In  severe  cases  vomiting  is  sometimes 
very  pronounced;    so  that  everything  is  ejected  (this  is  not 
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necessarily  a  bad  omen).  The  spleen  is  palpable,  but  is  usually 
not  as  large  as  in  the  adnlt.  It  can  rarely  be  percussed,  owing 
to  abdominal  distension  by  gases  and  restlessness  of  the  child. 
The  roseolar  eruption  is  either  entirely  absent  or  scanty.  The 
pulse  is  sometimes  very  frequent  (160  to  180)  in  small  children, 
but  is  without  any  special  significance.  It  is  rarely  dicrotic. 
The  fever  is  frequently  atypical,  but  sometimes  so  characteristic 
[(1)  initial  period^  (2)  fastigium,  (3)  ambiguous  stage,  (4)  defer- 
vescence; morning  remissions  and  evening  exacerbations — 
Sheffield]  that  it  settles  the  diagnosis  in  the  absence  of  any 
other  signs.  In  young  children  the  fever  is  sometimes  remark- 
ably low,  but  may  also  be  very  high,  lasts  from  two  to  two  and 
one-half  weeks,  and  ends  not  rarely  by  crisis.  The  younger 
the  child,  the  less  pronounced  are,  as  a  rule,  the  nervous  symp- 
toms. Severe  nervous  manifestations  are  usually  met  only  in 
older  children.  Some  young  children  are  often  playful  during 
the  entire  course  of  the  disease;  some  are  apathetic;  others, 
again,  are  restless,  shriek  and  rave,  but  are  not  delirious; 
finally,  some  children  are  somnolent  or  hard  of  hearing,  suffer 
from  hyperesthesia,  insomnia,  dizziness,  slight  delirium,  and, 
very  rarely,  from  convulsions.  Children  almost  never  present 
the  status  typhosus.  Of  course,  severe  delirium  is  occasionally 
observed,  and  sometimes  the  patients  lie  in  deep  sopor,  grind 
their  teeth,  etc.  Aphasia  is  a  very  frequent  symptom,  but  it 
usually  does  not  develop  until  after  defervescence  (duration, 
eight  to  ten  days,  rarely  longer).  Paralyses  are  rare,  and  are 
chiefly  caused  by  neuritis,  which  develops  in  typhoid  more 
rarely  than  in  diphtheria. 

The  DIAGNOSIS  is  not  difficult  in  older  children,  but  typhoid 
in  young  children,  especially  in  the  beginning,  is  often  apt  to 
be  mistaken  for  gastro-intestinal  catarrh — diazo  reaction  ^  ab- 
sent;   influenza — ^is  usually  epidemic;    pneumonia — more  sud- 


^  Diazo  reaction  of  the  urine  (Ehrlich)  is  obtained  in  the  following 
rcanner:  A  fresh  mixture  of  50  cubic  centimeters  of  sulphanilic  acid  solu- 
tion (sulphanilic  acid,  5;  hydrochloric  acid,  50;  distilled  water,  1000) 
with  1  cubic  centimeter  of  sodium  nitrite  solution  (0.5  to  100.0  distilled 
water)  is  shaken  with  an  equal  quantity  of  urine  and  one-sixth  of  its 
bulk  of  ammonia  until  the  foam  or  the  whole  mixture  turns  red.  This 
very  often  occurs,  but  not  in  all  cases,  in  typhoid  fever,  and  serves,  in 
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den  onset;  acute  miliary  tuberculosis — sometimes  differentia- 
tion very  difficult;  acute  hydrocephalus,  tuberculous  meningitis 
— here  the  temperature  is  not  so  high,  while  the  pulse  is  slow 
and  irregular  [for  malaria — presence  of  the  malarial  Plasmo- 
dium in  the  blood;  greatly  influenced  by  quinin — Sheffield]. 
'J'yphoid  sometimes  begins  with  pain  in  the  occiput,  neck,  and 
back,  and  with  opisthotonos,  sensitiveness  of  the  vertebral  proc- 
esses and  skin,  grinding  of  the  teeth,  and  shrieking  without 
motive.  Such  cases  usually  end  fatally,  while  postmortem  dis- 
section of  the  brain  proves  negative.  [Vidal's  blood-test  is  the 
most  valuable  sign  of  typhoid  fever.  It  is  usually  obtained 
about  the  seventh  day  of  the  disease,  but  sometimes  not  until 
convalescence.  In  doubtful  cases  the  examination  of  the  stools 
and  urine  for  the  typhoid  bacillus  will  often  clear  up  the  diag- 
nosis.— Sheffield.] 

The  following  are  frequent  sequelae  and  complications 
of  typhoid  in  children:  Bronchial  catarrli  (is  almost  never 
absent!).  To  detect  rhonchi  the  patient  must  be  induced  to 
take  a  long  breath.  Superficial  breathing,  which  is  usual  in 
such  condition,  owing  to  atony  of  the  respiratory  muscles,  fails 
to  reveal  abnormal  respiratory  sounds,  and  only  weak  vesicular 
breathing  is  heard.  Broncho-pneumonia  frequently  develops 
during  the  acme  of  the  disease,  and  is  almost  always  bilateral 
and  localized  in  the  posterior  lower  portions  of  the  lung.  There 
are  often  inflammations  of  the  oral  cavity  and  of  the  larynx, 
parotitis  (renders  the  diagnosis  bad),  thromboses,  embolism, 
decubitus,  cutaneous  abscesses,  furunculosis,  erysipelas,  and 
noma.  More  rarely  there  are  paralyses,  periostitis,  pericarditis, 
endocarditis,  diphtheria  and  gangrene  of  the  genitalia,  otitis, 
chorea,  aphasia,  dementia,  maniacal  and  melancholy  conditions. 
Sometimes  the  nervous  alterations  consist  merely  of  irritability, 
sensitiveness,  disposition  to  cr}^,  capriciousness,  and  surliness. 


doubtful,  e.g.,  soporous,  cases  as  a  very  good  method  for  differential  diag- 
nosis from  cerebro-spinal  meningitis.  According  to  recent  researches, 
the  diazo  reaction  occurs  also  in  erysipelas  and  measles  [also  tubercu- 
losis]. In  these  cases  the  reaction  is  of  some  prognostic  value.  The 
more  intense  the  reaction,  the  more  violent  are  these  affections.  The 
reaction  was  occasionally  also  found  in  other  febrile  affections,  e.g., 
pneumonia,  but  not  nearly  so  often  as  in  typhoid  fever. 


220  PRACTICAL  PEDIATRICS. 

Such  children  usually  do  not  succeed  in  school,  notwithstanding 
that  their  intellect  is  not  impaired.  Sometimes  there  is  de- 
layed power  of  association  of  ideas,  defective  collection  of 
thought,  forgetfulness,  and  dreamlike  conditions.  In  the  ab- 
sence of  an  hereditary  disposition  the  prognosis  of  these  mental 
alterations  is  usually  favorable.  The  child  must,  however,  be 
spared  overexertion  in  school.  Adynamic  conditions  of  the 
heart  are  less  to  be  apprehended  in  children  than  in  adults,  but 
they  may  occur,  particularly  in  children  who  refuse  food  for  a 
long  time.  Pulmonary  tuberculosis  is  apt  to  follow  typhoid  in 
children  with  a  predisposition,  but  it  occurs  less  often  than  after 
measles  or  whooping-cough.  Generally,  children  recuperate 
very  quickly,  even  after  severe  attacks,  although  emaciation  is 
often  very  pronounced.  During  and  after  an  attack  of  typhoid 
there  is  frequently  marked  longitudinal  growth  of  the  bones, 
especially  of  the  long  tubular  bones  of  the  lower  extremities ;  so 
that  the  skin  over  these  bones  is  often  transversely  torn.  These 
tears  appear  first  red,  and  gradually  change  into  white  sears. 

The  PKOGNOSis  is,  as  already  mentioned,  more  favorable  in 
children  than  in  adults,  but  naturally  cases  with  a  bad  prog- 
nosis are  also  met  with.  Eelapses  are  quite  frequent,  usually  in 
the  third  to  the  fifth  week,  after  an  afebrile  interval  of  from 
three  to  twelve  days.  The  duration  of  the  relapse  is  from  six 
to  fourteen  days,  its  course  being '  usually  shorter  and  milder 
than  in  the  first  attack.  Typhoid  is  sometimes  associated  with 
pertussis,  morbilli,  or  scarlatina.  Weil  and  Comby  emphasizs 
the  very  frequent  occurrence  of  a  post-typhoidal  desquamation, 
which  is  probably  due  to  sudamina,  and  is  generally  slight  dur- 
ing defervescence.  It  may  also  be  very  intense,  all  over  the 
body,  except  the  extremities. 

Treatment. — In  the  beginning  of  the  disease  a  few  doses 
of  calomel  are  given  (0.02  to  0.05  [gr.  V^  to  V^]  every  hour  or 
two)  and,  later,  if  no  other  indications  are  present,  only  hydro- 
chloric acid  or  acidum  Halleri  [also  urotropin  at  the  close  of 
the  attack].  Fluid,  but  strengthening,  food.  Small,  but  fre- 
quent, meals  consisting  of  milk,  bouillon,  egg,  gruel  [somatose], 
and  infant-foods,  e.g..  Reed  &  Carnrick's,  Kestle's,  etc.  Abun- 
dance of  water,  lemonade,  and  in  high  fever  wines  [whisky]. 
In  continued  fever  hydropathic  procedures  are  indicated,  but 
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must  be  employed  with  care  [cool  packs  are  best  in  very  young 
infants].  Cold  baths  are  contra-indicated.  The  temperature 
of  the  baths  should  be  about  90°  F.,  gradually  cooled  down  to 
from  86°  to  82°  F._,  followed  by  cold  douches  [and  friction]. 
Two  or  three  baths  of  from  five  to  ten  minutes^  duration  are  to 
be  given  daily.  The  patient  is  to  be  carefully  watched  while  in 
the  bath.  Before  and  after  the  bath  the  patient  should  receive 
a  few  mouthfuls  of  wine.  Careful  attention  must  be  paid  to  the 
mouth  [and  naso-pharynx].  If  the  temperature  is  high,  anti- 
pyrin  (0.25  to  0.5  [gr.  iv-viij])  [phenacetin,  gr.  iii-vj  (0.2  to 
0.4)],  or  quinin  [preferably  euquinin].  Quinin  may  also  be 
given  yer  clysma.  In  very  severe  nervous  symptoms  also  chloral 
hydrate  [or  trional].  In  profuse  diarrhea,  thin  rice,  barley,  or 
oatmeal-gruel;  red  wine  or  cognac  with  water;  and,  medici- 
nally, tannigen,  tannalbin,  or  bismuth  subnitrate.  In  obstinate 
constipation  enemas,  calomel,  or  castor-oil.  In  intestinal  hem- 
orrhages, iced  milk,  plumbi  acctas,  liquor  ferri  sesquichlo- 
ratis  [stypticin,  spirit  of  turpentine,  morphin  hypodermically, 
and  an  ice  coil  to  the  abdomen — Sheffield].  In  pulmonary 
symptoms,  liquor  ammonii  anisatus,  acidum  benzoicum,  tinctura 
opii  benzoica.  In  cardiac  debility,  analeptics.  A  fluid  diet  is  to 
be  kept  up  for  [at  least]  a  week  after  defervescence ;  then  gradual 
transition  to  other  food,  such  as  milk  [lactosomatose],  rice, 
cocoa,  calFs  brain  [calf's-foot  jelly],  deer  or  squab  meat,  finally 
vegetables,  etc. ;  but  great  care  should  be  exercised  not  to  over- 
feed the  patient,  whose  appetite  is  usually  very  good  at  this 
time.  Eest  in  bed  is  to  be  insisted  on  for  at  least  two  weeks 
after  defervescence.  In  general  debility,  decoctum  cinchouc^ 
[strychnin  sulphate,  hemogallol,  etc.].  [Both  the  urine  and 
feces  of  the  little  typhoid  patients  should  be  disinfected  for  a 
few  hours  before  they  are  thrown  into  the  water-closet.  All 
wash  coming  in  contact  with  the  patient  should  also  be  thor- 
oughly disinfected  and  boiled,  and  toys,  etc.,  should  be  de- 
stroyed.— Sheffield.] 

Cholera  Nostras  s.  Infantum  (Grastro-enteritis,  Diarrhea  and 
Vomiting,  Summer  Diarrhea)  affects  children  of  any  age,  par- 
ticularly young  babies,  and,  of  these,  most  frequently  the  bottle- 
fed  and  those  just  weaned,  although  breast-fed  babies  do  not 
always  escape.     Furthermore,  it  affects  notably  such  children 
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who  are  exposed  to  bad  hygienic  conditions  (overheated,  non- 
ventilated  rooms!).  Among  snch  children  the  disease  rages 
fearfully,  generally  in  epidemic  form  in  the  summer  (it  is 
sporadic  during  the  rest  of  the  year),  and  carries  off  multitudes 
of  them.  Breast-fed  children  in  favorable  conditions  of  life 
are  more  apt  to  recover  from  it. 

The  disease  is  caused  by  an  extremely  acute  and  deleterious 
action  of  parasitic  bacteria,  which  undoubtedly  enter  the  intes- 
tines with  the  food  [particularly  milk].  The  specific  germ  of 
this  disease  has  not  as  yet  been  isolated,  but  among  the  numer- 
ous bacteria  found  in  the  stools  the  bacterium  coli  commune 
predominates.  [The  bacillus  recently  described  by  Drs.  Duval 
and  Bassett,  which  seems  to  be  identical  with  the  bacillus  of 
Shiga,  found  in  dysentery,  seems  to  be  closely  connected  with 
this  affection,  if,  indeed,  it  is  not  the  sole  etiological  factor. — 
Sheffield.]  It  is  especially  the  absorption  of  poisonous  prod- 
ucts of  chemical  decomposition  in  the  intestinal  tract  (toxal- 
bumins  and  still  further  disorganized  bodies  up  to  ammonia) 
which  causes  cholera  infantum,  although  it  is  certain  that  the 
transit  of  intestinal  bacteria  directly  into  the  blood  and  several 
organs  through  the  lymph  channels  is  also  responsible  for  the 
clinical  picture  which  resembles  an  intoxication.  In  favor  of 
an  auto-intoxication  speaks  also  the  frequent  occurrence  of 
toxic  nephritis. 

Earely,  cholera  nostras  is  preceded  by  dyspeptic  and  slight 
gastro-intestinal  symptoms.  As  a  rule,  it  develops  quite  sud- 
denly and  acutely,  at  times  with  high  temperature,  which  is 
often  absent  in  the  beginning  as  well  as  later.  It  manifests 
itself  by  very  frequent  evacuations  (ten  to  twenty  daily)  from 
the  bowels.  The  abdomen  is  neither  distended  nor  painful  to 
the  touch.  The  stools,  at  first  fecal  in  character,  soon  become 
serous,  watery,  light  yellow  (or  greenish)  in  color,  and  then 
always  more  colorless  and  offensive.  Besides,  there  are  more  or 
less  frequent  vomiting  (it  is  occasionally  absent  and  sometimes 
the  chief  symptom),  thirst,  oliguria, — the  urine  often  contain- 
ing albumin,  even  in  the  first  twenty-four  to  forty-eight  hours, 
— or  even  anuria,  rapid  emaciation,  exhaustion,  very  soon  pro- 
nounced collapse,  and  death,  frequently  preceded  by  convul- 
sions.   Death  takes  place  within  a  few  hours  or  more  frequently 
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a  few  days  after  the  attack,  earlier  in  younger  than  in  older 
children.  It  is  sometimes  preceded  by  the  development  of  so- 
called  cholera-typhoid  (high  fever,  albuminuria,  sopor,  etc.)  or 
hydrocephaloid  (q-v.),  and  still  more  rarely  by  sclerema  adi- 
posum  (q.v.). 

Even  if  the  patients  survive  the  attack  they  may  eventually 
succumb  to  complications,  such  as  nephritis,  pneumonia,  cere- 
bral sinus-thrombosis,  or  remain  permanently  injured  (xerosis 
corncae,  with  ulceration  and  eventual  panophthalmia).  Conva- 
lescence is  very  tedious  even  without  these  complications. 

The  PEOGNOSis  is  therefore  always  very  dubious.  This  is 
especially  the  case  with  artificially  fed  babies,  of  whom  but  few 
survive. 

Treatment. — In  the  beginning  of  the  attack  calomel  and 
hydrochloric  acid  and,  if  ineft'eetive,  creosote  (q.v.).  Immedi- 
ate attention  to  warming  up  and  revival  of  the  patient;  warm 
baths  (96°  F.),  with  chamomile  or  mustard,  one  to  three  times 
a  day;  warm  bottles,  etc.  A  light  infusion  of  black  tea  with  a 
little  cognac,  which  acts  at  times  splendidly  by  quenching 
thirst,  counteracting  fermentation,  and  at  times  quickly  arrest- 
ing vomiting,  is' to  be  given  every  hour.  These  measures  are  to 
be  employed,  of  course,  more  energetically  in  incipient  collapse, 
when  heavy  wines,  camphor,  ether,  and  eventually  salt-water 
injections  (hypodennoclysis  [q.v.])  are  indicated  as  well.  As  a 
food,  small  quantities  of  rice-  or  barley-  water,  eventually  iced 
milk  in  teaspoonful  doses,  are  resorted  to.  For  the  diarrhea 
am3'lum  enemas,  combined  with  a  few  drops  of  tincture  of 
opium,  may  be  tried  a  few  times  a  day.  The  latter,  if  not 
contra-indicated  by  the  collapse,  may  also  be  given  with  hydro- 
chloric acid.  Internal  antidiarrheal  mixtures  are  often  futile. 
The  author,  nevertheless,  saw  good  results  from  the  administra- 
tion of  large  doses  of  bismuth  [orphol]  ;  also  the  newer  prepa- 
rations (tannigen,  tannalbin,  tannopin,  etc.)  are  being  recom- 
mended. Complications  must  be  watched  for,  and,  if  possible, 
prevented.  Xerosis  cornege  may  be  prevented  by  frequent  in- 
stillation of  aqua  clilori,  1  to  10  of  distilled  water. 

Prophylaxis  of  cholera  nostras :  strictest  cleanliness  in  feed- 
ing (milk,  dishes,  drinking  utensils,  etc.),  avoidance  of  weaning 
during  hot  months,  and  attention  to  every  gastric  disturbance 
in  the  summer. 
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[Empty  the  stomach  and  bowels  by  stomach  washing  and 
intestinal  irrigation.  Stop  all  food,  particularly  milk.  Thirst 
is  to  be  allayed  by  cooled  boiled  water,  with  or  without  the  ad- 
dition of  a  little  cognac,  iced  champagne,  and  small  quantities 
of  barley-,  rice-,  or  albumin-  water.  After  vomiting  ceases 
small  quantities  of  malted  or  farinaceous  infant  foods  {e.g.,  Eeed 
&  Carnrick's),  beef -tea,  beef-juice,  somatose  preparations,  broth 
or  bouillon  made  of  veal  or  chicken,  may  be  tried  at  first.  Feed- 
ing with  milk  in  small  and  gradually  increased  quantities  is  to 
be  resumed  only  after  all  symptoms  have  disappeared.  It  is 
always  best  to  send  the  child  to  the  country  and  to  keep  it  there 
until  fully  recovered.  To  neutralize  the  effect  of  the  poison 
upon  the  heart  and  nervous  system.  Holt  recommends  the  h3^po- 
dermic  use  of  morphin  and  atropin.  The  initial  dose  for  a 
child  1  year  old  should  not  exceed  V50  grain  of  morphin  and 
Veoo  grain  of  atropin.  It  may  be  repeated  in  an  hour  if  neces- 
sary. Collapse  is  a  contra-indication  for  any  opium  preparation. 
(See  also  "Enteritis.") — Sheffield.] 

Dysentery  [Ileo-colitis]  is  a  contagious,  sometimes  epi- 
demic affection  of  the  large  intestine  (especially  in  midsummer 
and  early  fall).  It  particularly  attacks  young  children.  The 
cause  of  the  disease  is  as  yet  unknown  [?], — bacterium  coli 
[Duvall's  bacillus], — but  it  is  surely  present  in  the  dejecta. 
Dysentery  sometimes  begins  suddenly  with  high  fever  and  in 
small  children  with  convulsions.  The  characteristic  s}anptoms 
will  be  spoken  of  later.  It  usually  begins  with  simple  diar- 
rhea, noncharacteristic  stools,  and  fairly  good  general  health. 
Twenty-four  to  forty-eight  hours  later  it  is  followed  by  a  rise  of 
temperature  and  ten  to  twenty  or  even  sixty  genuine  dysenteric 
stools  daily,  i.e.,  small  quantities  of  brownish,  tenacious,  blood- 
streaked,  hyaline,  odorless  or  stale-smelling  (or  cadaverous — ^in 
diphtheritic  decomposition  of  the  mucous  membrane)  mucus 
mixed  with  fecal  masses.  Sometimes  the  dejecta  consist  of  pure 
blood,  and  in  intestinal  ulceration  they  may  contain  dirtj^-gray 
or  grayish-red,  ragged  shreds.  There  are  usually  severe  tenes- 
mus, colicky  pain,  tenderness  and  distension  of  the  abdomen, 
anorexia,  excessive  thirst,  and  sometimes  vomiting.  If  the 
latter  is  frequently  repeated,  it  is  suggestive  of  peritonitis.  In 
a  few  days  the  patient  becomes  greatly  emaciated,  very  feeble 
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and  anemic,  and  the  face  denotes  great  suffering.  Not  rarely 
cardiac  debility  and  collapse  supervene.  An  attack  usually  lasts 
from  six  to  eight  or  ten  days.  'J'he  stools  then  become  less  fre- 
quent and  more  feculent  in  character,  the  appetite  improves, 
etc.  Sometimes  after  temporary  improvement  a  relapse  of  the 
old  condition  occurs,  the  fever  rises  now  and  then,  the  patient 
gradually  becomes  weaker  and  more  emaciated,  and  the  con- 
dition finally  develops  into  chronic  dysentery.  Dysentery  run- 
ning even  a  normal  course  is  often  followed  by  prolonged  and 
pronounced  anemia.  The  course  of  dysentery  is  sometimes  very 
severe,  and  death  takes  place  in  a  few  days. 

Complications  such  as  peritonitis,  noma,  abscess  'of  the 
liver,  as  well  as  all  those  complications  Avhich  usually  accompany 
other  serious  diseases  are  quite  rare.  The  same  may  be  said 
of  sequelse.  An  attack  of  dysentery  is  occasionally  followed  by 
intestinal  cicatrices,  stenosis,  paralysis  of  the  sphincters,  or 
paresis  of  the  extremities  (once  acute  ataxia  with  aphasia). 
Henoch  also  observed  muco-membranous  and  often  blood- 
streaked,  at  times  "worm-shaped,"  masses  —  which  float  in 
water  as  fine,  bloody  shreds — persist  for  one  or  two  weeks  after 
an  attack  of  d3'Sentery.  The  stools  are  otherwise  normal  and 
passed  several  times  daily  without  pain  or  tenesmus.  The  gen- 
eral condition  is  undisturbed.  The  symptoms  sometimes  return 
after  a  long  remission  (weeks  or  months).  Dysentery  may  con- 
tinue thus  for  years,  but  spontaneous  recovery  is  still  possible. 
Medication  is  futile  even  under  such  circumstances. 

The  symptoms  are  very  probably  due  to  residues  of  cir- 
cumscribed inflammatory  processes  in  the  mucosa  of  the  colon, 
which  heal  from  time  to  time  and  are  re-excited  under  the  influ- 
ence of  irritation  (fecal  retention). 

In  the  differential  diagnosis  it  is  to  be  remembered  that  an 
acute  infectious  catarrh  of  the  large  bowel,  which  very  closely 
resembles  dysentery,  may  occur,  especially  in  children  from  1 
to  2  years  of  age.  Moreover,  mucus,  small  quantities  of  blood, 
and  tenesmus  may  be  found  in  any  infantile  diarrhea.  The 
unusual  frequency  of  the  stools,  their  almost  exclusive  content 
of  blood  and  mucus,  and  the  severe  disturbance  of  the  general 
health  alone  indicate  the  presence  of  true  dysentery.  As  for- 
eign bodies  in  the  bowels  may  give  rise  to  tenesmus;  souplike, 
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bloody  stool,  and  necrosis  of  the  mucous  membrane,  it  is  im- 
portant always  to  examine  the  rectum. 

Aside  from  those  severe  cases  which  often  end  fatally,  the 
prognosis  of  dysentery  is  always  doubtful.  The  more  pro- 
tracted the  course,  the  more  intense  the  exhaustion,  the  richer 
the  blood  content,  and  the  younger  the  child,  the  worse  the 
prognosis,  especially  if  the  child  was  previously  affected  with 
gastro-intestinal  disease. 

Treatment.  —  Prophylaxis,  —  Disinfection  of  the  dejecta 
and  everything  coming  in  contact  with  them.  Isolation  of  the 
patient.  In  the  beginning  always  thoroughly  cleanse  the  bowels 
by  means  of  castor-oil  or  a  dose  of  calomel  (0.05  or  0.1  to  0.3 
[gi*-  V4  or  iss  to  v]).  The  latter  is  then  to  be  continued  in 
smaller  doses  for  a  few  days  (0.02  to  0.05  [gr.  V3  to  ^/^~\  three 
or  four  times  daily).  When  the  stools  become  more  feculent, 
opium  is  indicated  (tinctura  thebaica  or  pulvis  Doveri)  with  or 
without  bismuth  subnitrate  [or  orphol]  or  the  latter  alone; 
also  an  infusion  of  ipecacuanha  with  opium.  Others  recom- 
mend silver  nitrate,  liquor  aluminii  acetatis;  recently  eudoxin, 
tannalbin,  and  tannigen.  Also  hydropathic  applications  to  the 
abdomen,  or,  if  the  latter  is  very  much  distended  and  sensitive, 
icebags;  baths  at  a  temperature  of  82°  to  95°  F.,  depending 
upon  the  height  of  the  fever.  Strict  diet  (fluid),  cool  milk;  in 
breast-fed  babies,  continuation  of  mothers'  milk.  Oatmeal 
soup,  albumin-  or  rice-  water  [f  errosomatose] ;  later  veal  or 
squab  soup  and  eggs.  For  the  thirst  small  quantities  of  tea 
with  a  few  drops  of  cognac  are  very  useful  to  combat  the 
diarrhea  and  collapse.  For  the  tenesmus,  lukewarm  salt-water 
(1  per  cent.)  injections  [or  3  ounces  of  starch  solution  with 
a  few  drops  of  laudanum — Sheffield]  serve  best  (Baginsky). 
If  these  fail,  small  pieces  of  ice  or  suppositories  of  extract 
of  belladonna  or  cocain  (q.v.)  may  be  introduced  into  the 
rectum.  In  collapse,  red  wine,  cognac  (with  tea),  and  analep- 
tics. In  stubborn  cases  local  irrigations  with  solutions  of  alum 
(1  to  2  per  cent.),  tannin  (1  to  2  per  cent.),  liquor- aluminii  ace- 
tatis (1  per  cent.),  or  plumbi  acetatis  (V2  P^r  cent.),  and  silver 
nitrate  (0.05  to  100  [gr.  ^/^  to  giij])  once  or  twice  daily,  always 
preceded  by  irrigation  of  the  bowels  with  a  solution  of  salicylic 
acid  (1  to  1000)  or  boric  acid  (2  per  cent.).    During  convales- 
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cence  care  in  dieting  is  still  demanded,  and  strengthening,  but 
bland,  food  should  be  continued  for  months  thereafter.  Quinin 
with  iron  [hemogallol]  is  to  be  adniinistered  internally. 

Typhus  Exanthematicus  [Typhus  Fever]  is  not  particularly 
rare  in  children.  It  runs  the  same  course  as  in  adults,  except 
that  the  prognosis  is  better  than  in  the  latter.  The  mortality 
is  high  only  in  children  who  are  very  young,  ill  nourished,  or 
rim  down  in  health  previous  to  this  disease. 

Weil's  Disease. — This  rare,  probably  infectious  disease  oc- 
curs almost  exclusively  in  adults.  It  seems  occasionally  to 
attack  children.  Baginsky  observed  it  in  a  child  2  years  old. 
It  is  manifested  by  high  fever,  frequent  pulse,  attacks  of  dizzi- 
ness, headache,  delirium,  pain  in  different  muscles,  etc.,  but 
chiefly  by  icterus,  albuminuria,  enlargement  of  the  liver  and 
spleen,  diarrhea,  and  nervous  symptoms.  While  adults  usually 
improve  in  from  one  to  two  weeks,  children  have  a  very  poor 
chance  for  recovery.  In  the  beginning  an  attempt  must  be 
made  to  remedy  the  disease  by  calomel,  rest  in  bed,  and  strict 
diet,  as  in  catarrhal  icterus. 

Cholera  Asiatica  readily  attacks  children  during  an  epi- 
demic, at  which  time  the  diagnosis  is  easier  (bacteriological  ex- 
amination is  always  imperative !)  than  otherwise,  as  the  clinical 
picture  is  distinguishable  with  difficulty  from  severe  cholera 
nostras. 

The  SYMPTOMS  and  treatment  are  the  same  as  in  adults. 

The  PROGNOSIS  in  children  under  10  years  of  age  is  very 
bad.    Sucklings  affected  by  it  invariably  die. 

Glandular  Fever  has  only  recently  become  more  known  (E. 
Pfeiffer,  1889).  It  is  an  infectious  disease  which  sometimes 
occurs  in  epidemics,  most  frequently  among  children  from  2  to 
8  years  of  age.  The  etiological  factor  is  as  yet  unknown.  The 
portals  of  entry  are  the  mouth  and  pharynx.  Simultaneously 
with  a  rapid  rise  in  temperature  (102  ^/ .°  to  104°  F.)  there  ap- 
pear painful  swellings  of  the  submaxillary  and  cervical  glands — 
which  usually  interfere  with  the  movements  of  the  head — some- 
times slight  redness  of  the  throat,  also  headache,  vomiting, 
diarrhea,  and  enlargement  of  the  spleen  and  liver.  The  latter 
symptoms  are  not  always  present.  The  general  health  usually 
remains  unaffected.    The  fever  and  glandular  swelli]ig  usually 
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disappear  within  a  few  clays,  at  times  even  in  one  or  two  da3'S, — 
"one-day  fever/^ — and  the  disease  is  at  an  end.  It  is  occasion- 
ally followed  by  nephritis.  Sometimes  the  disease  continues  for 
a  longer  period — for  weeks;  the  fever  rnns  an  intermittent 
course,  the  glandular  swelling  persists,  or  spreads  to  other 
glands,  e.g.,  bronchial  (cough),  esophageal  (difficult  degluti- 
tion), and  retroperitoneal  (pain  in  the  abdomen,  especially  on 
pressure). 

The  PKOG^^osis  is  favorable. 

Treatment. — Calomel,  also  with  phenacetin,  hydropathic 
applications,  iodin  ointment.  In  protracted  cases  roborants; 
iodid  of  iron  [ichthalbin] . 

[Kelapsing  Fever,  Febris  Recurrens,  "is  an  acute  infec- 
tious, contagious,  self -limited,  epidemic  disease  characterized 
by  a  febrile  paroxysm  lasting  about  six  days,  succeeded  by  an 
intermission  of  the  same  duration,  which  is  in  turn  followed  by 
a  relapse  similar  to  the  first  seizure.  It  is  associated  with  alter- 
ations in  the  viscera,  such  as  enlargement  of  liver  and  spleen, 
and  by  the  presence  in  the  blood  of  a  specific  micro-organism — 
the  spirillum  of  Ohermeyer." — Sheffield,]  It  occurs  also  in 
children  and  presents  nothing  extraordinary  except,  perhaps, 
that  the  initial  chill  is  rarer  than  in  adults.  The  peognosis  is 
almost  always  favorable. 

The  TREATMENT  is  Symptomatic. 

Tuberculosis.  —  Miliary  Tuberculosis.  —  Acute  miliary 
tuberculosis  often  complicates  phthisis  pulmonalis,  and  hastens 
the  fatal  termination  of  the  latter.  It  may  also  suddenly  at- 
tack children  who  present  only  glandular  enlargement,  chronic 
osteomyelitis,  etc.,  or  even  such  who  are  apparently  healthy  and 
free  from  tuberculous  diathesis.  The  S3'mptomatology  is  the  same 
as  in  the  adult.  The  onset  is  always  violent  and  often  attended 
by  irregular  fever  and  exacerbations.  The  fever  is  not  very 
high  and  may  occur  intermittently  with  afebrile  intervals.  The 
apparently  inexplicable  violent  attacks  of  fever  which  continue 
for  days,  although  interrupted  by  afebrile  periods  of  several 
weeks^  duration,  point  to  miliary  tuberculosis,  even  though  ex- 
amination of  the  lungs  reveals  only  exaggerated  breathing  or 
catarrhal  sounds.  The  diagnosis  becomes  more  certain  if  the 
characteristic  hectic  fever  is  accompanied  also  by  rapid  emacia- 
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tion,  loss  of  strength,  enlargement  of  lymphatic  glands,  and 
diarrhea.  The  clinical  picture  of  such  subacute  cases  is,  how- 
ever, very  obscure.  Aside  from  the  sjTnptoms  just  mentioned 
there  are  also  very  frequent  superficial  breathing,  sharp  respir- 
atory sounds,  and  extensive  fine  crepitant  rales;  later  also  en- 
largement of  the  spleen,  cerebral  symptoms,  roseola,  etc.  (so 
that  miliary  tuberculosis  is  apt  to  be  mistaken  for  typhoid,  scar- 
latina, or  meningitis),  very  bad  general  condition,  rapid  ex- 
haustion and  increased  cyaiu)sis,  followed  Ijy  fatal  issue  usually 
Avithin  a  few  days. 

Tuberculous  Meningitis  (Basilah)  is  one  of  the  most 
frequent  and  hopeless  diseases  of  childhood;  It  is  always  sec- 
ondary and  frequently  the  final  stage  of  miliary  tuberculosis  (ter- 
minal form  of  tuberculosis).  It  is  caused  by  invasion  of  tubercle 
bacilli  into  the  meninges.  The  most  susceptible  age  is  from  2 
to  G  years.  It  is  more  rarely  observed  in  older  than  in  younger 
children  and  may  occur  even  in  infants  a  few  months  or  weeks 
old.  The  primary  focus  is  usually  found  in  tuberculous  bronchial 
glands,  but  hyperplasia  of  the  mesenteric  glands  is  also  a  favor- 
able soil  for  the  bacillary  infection.  Caseous  processes  in  the 
peripheral  lymph-glands  or  bones,  tuberculosis  of  the  lungs  and 
intestines,  eczema,  and  affections  of  the  nose — the  Ipuph-spaces 
of  which  communicate  with  those  of  the  meninges  through  the 
cribriform  plate — also  give  rise  to  it.  Trauma  and  mental  over- 
exertion are  said  to  be  etiological  factors,  but  the  primary 
underlying  disease  is  probably  always  present.  Chronic  catarrh 
after  pertussis,  morbilli,  etc.;  chronic  diarrheas,  etc.;  and 
sometimes  hereditary  tendency  predispose  to  it.  Tuberculous 
meningitis  very  often  attacks  apparently  healthy,  well-nour- 
ished children  either  suddenly  or  after  very  indefinite  prodromic 
symptoms  lasting  weeks  and  months.  Thus,  emaciation,  lan- 
guor, with  otherwise  undisturbed  general  health,  or  anorexia, 
fatigue,  irregular  attacks  of  fever,  headache,  vomiting,  and 
slight  cough  (sometimes  resembling  pertussis). 

Sometimes  there  is  a  change  in  the  demeanor  of  the  pa- 
tients. They  are  quiet,  isolate  themselves,  hide  in  some  ob- 
scure place,  or  become  whimsical  and  keep  their  eyes  fixed  on 
vacancy,  etc.  Sometimes  photophobia,  hyperesthesia,  sensitive- 
ness to  noises,  twitching  of  the  muscles,  especially  of  the  face. 
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twitching  of  the  eyelids  and  restless  sleep  with  bad  dreams  are 
observed.  The  real  clinical  picture  now  following  is  very 
changeable  also,  and  very  difficult  of  differentiation  ^  (now 
somewhat  easier  by  lumbar  puncture  [q-v.']).  Tuberculous  men- 
ingitis usually  begins  with  severe  headache,  particularly  frontal. 
Small  children  cry,  grasp  the  head,  and  rub  it  to  and  fro  against 
the  pillow.  In  the  first  few  days  there  is  often  frequent  vomit- 
ing, which  presents  no  characteristic  peculiarities  and  may  be 
entirely  absent.  The  vomiting  is  sometimes  very  severe  and 
continues  for  days,  in  conjunction  with  other  insignificant 
symptoms.  Apathy,  anorexia,  coated  tongue,  constipation, 
rarely  diarrhea,  and  irregular  rise  of  temperature  are  also  ob- 
served. These  manifestations,  as  well  as  pulling  at  the  lips 
and  boring  in  the  nose,  which  are  frequently  observed,  are  usu- 
ally not  characteristic,  and,  therefore,  not  rarely  mistaken  for 
symptoms  of  gastro-intestinal  catarrh,  incipient  typhoid,  or 
cholera  nostras. 

Usually  the  more  positive  symptoms  do  not  set  in  until 
after  a  few  days  or  one  week  at  the  latest.  They  consist  of  re- 
peated deep  sighing  and  change  in  the  pulse,  which  becomes 
slow,  irregular,  unequal  in  strength,  and  variable  in  frequency, 
sometimes  from  120  to  72  in  the  course  of  one  day.  This  symp- 
tom, however,  may  occur  also  in  gastric  affections,  from  reflex 
irritation  of  the  vagus,  and  during  convalescence  from  acute 
diseases,  such  as  pneumonia,  typhoid,  and  dysentery,  and  is 
therefore  unreliable.  Moreover,  retardation  of  the  pulse  is 
sometimes  absent.  Gradually,  however,  the  symptoms  just  men- 
tioned increase  in  severity.  Intense  headache  (the  patient 
sometimes  complains  only  of  pain  in  the  ear,  throat,  and  abdo- 
men), and  occasionally  dizziness  (the  patient  believes  he  falls) 
soon  follow.     Apathy  increases;    the  patient  ceases  to  resist 


*  Choroidal  tubercles  are  grayish-white  nodules  and  maculae  in 
the  fundus  of  the  eye.  They  sometimes  form  an  important  criterion  in 
the  diagnosis  of  tuberculous  meningitis  and  acute  miliary  tuberculosis. 
Moreover,  they  are  at  times  visible  in  the  prodromic  stage  of  the  former 
disease  when  the  diagnosis  is  as  yet  entirely  obscure,  i.e.,  before  the 
appearance  of  serious  cerebral  symptoms.  Unfortunately,  this  symptom 
is  not  of  constant  occurrence,  so  that  a  negative  result  by  no  means 
precludes  the  presence  of  tuberculous  meningitis. 
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medical  examination,  etc.  (always  a  bad  sign;  the  same  may  Le 
said  of  enuresis);  the  sopor  is  disturbed  by  shrieking  and  de- 
lirium.   This  condition  lasts  only  a  few  days. 

About  the  middle  of  the  second  week  or  sooner,  the  pulse 
becomes  more  regular  and  frequent.  Symptoms  referable  to 
the  cerebral  nerves,  such  as  strabismus  convergens,  grinding 
of  the  teeth,  movement  of  mastication,  trismus,  and  change  of 
complexion  of  the  face,  often  occur.  These  are  soon  followed  by 
gradual  sopor  up  to  complete  loss  of  consciousness;  from  time 
to  time  deep  sighing  and  piercing  shrieks — '%'ri  hydrocepha- 
lique."  The  latter  may  sometimes  continue  day  and  night  and 
later  be  suddenly  interrupted  by  sopor.  Dilatation  of  the 
pupils,  sometimes  one  more  than  the  other;  loss  or  delay  of 
reaction;  later  a  fascicular  vascular  injection  of  the  conjunc- 
tiva bulbi;  presence  of  mucous  shreds  and  opacities  in  the  eyes; 
loss  of  cutaneous  reaction;  automatic  movements  of  the  hands 
toward  the  head;  pendular  swinging  of  the  extremities;  rigid 
contraction  of  the  neck  and  muscles  of  mastication,  and  often 
rigidity  and  paralysis  of  half  of  the  body  supervene.  Instead 
of  constipation  there  are  often  involuntary,  thin  evacuations; 
trough-shaped  contraction  of  the  abdomen  (also  meteorism); 
retention  of  urine,  and  increased  frequency  of  pulse — from  180 
to  200.  The  latter  is  not  always  the  case;  indeed,  the  pulse 
may  sometimes  range  between  72  and  90  until  death.  Notwith- 
standing its  frequency  the  pulse  is  usually  regular,  but  ex- 
tremely small;  respiration  is  very  slow — down  to  7  or  5.  Later 
Cheyne-Stokes  phenomenon  and  cyanosis  of  the  face  occur. 

Toward  the  end  the  face  sometimes  turns  deep  red  and  is 
covered  by  profuse  perspiration.  The  pupils  are  sometimes 
staring  and  greatly  dilated;  the  fever  is  very  fluctuating,  usu- 
ally somewhat  higher  in  the  evening,  but  rarely  very  high, 
almost  never  above  102°  F.  The  temperature  is  sometimes 
even  normal  for  days — rarely  so  all  the  time.  In  the  last  few 
days  (twenty-four  to  forty-eight  hours)  the  temperature  is  often 
very  high  (10-i°  to  107°  F.),  or,  more  rarely,  subnormal  (86°  to 
96°  F.),  and  associated  with  epileptiform  convulsions,  either  of 
the  whole  muscular  system  or  one  side,  or  only  the  face  and 
contractures  of  the  extremities,  back,  and  neck.  Sometimes 
tremor  is  present.     The  agony  is  generally  of  long  duration 


232  PEACTICAL  PEDIATRICS. 

(often  a  few  days)  and  is  sometimes  associated  with  apparent 
improvement.  Thus,  the  patient  opens  the  eyes,  takes  nourish- 
ment, and  recognizes  those  present.  Death  sets  in  with  con- 
vulsions or  deep  sopor  in  from  fourteen  days  to  three  weeks 
after  the  first  acts  of  vomiting.  In  children  previously  sick 
(phthisis;  tuberculosis  of  the  brain  substance)  the  course  is 
very  acute;  it  begins  with  convulsions,  and  is  followed  hf  all 
other  symptoms  in  rapid  succession. 

Treatment  is  generally  futile.  In  the  beginning  leeches 
(from  3  to  4  behind  the  ear),  icecap,  calomel,  or  inunctions  of 
mercury  ointment  [or  unguentum  Crede]  should  always  be 
tried.  Later  the  treatment  is  symptomatic.  For  example,  for 
the  convulsions  chloral  hydrate  [trional],  etc.  Large  doses  of 
potassium  iodid  or  lumbar  puncture  (q.v.)  may  be  tried.  Ilie 
latter  procedure  is  sometimes  accompanied  by  considerable  [tem- 
porary] improvement. 

TuBEKCULOSis  OF  THE  Beain"  is  uot  rare  in  children  and 
occurs  even  in  very  small  infants.  The  patients  usually  also 
manifest  other  signs  of  tuberculosis  or  at  least  give  a  history 
of  having  previously  suffered  from  it  or  that  other  members  of 
the  same  family  are  or  were  affected  with  some  form  of  this  dis- 
ease. These  points  are  of  diagnostic  importance,  for  the  clin- 
ical symptoms  alone  are  very  confusing  and  frequently  present 
little  that  is  characteristic  until  after  a  long  period  of  time. 
Tuberculosis  of  the  brain  generally  begins  with  a  sudden  epi- 
leptiform attack,  which  recurs  at  varying  intervals  (often  of 
several  months'  duration).  Much  attention  should  be  paid  to 
the  general  condition  during  the  attacks  and  to  the  concomitant 
cerebral  symptoms,  for  at  this  time  it  may  be  possible  to  ascer- 
tain whether  the  convulsions  were  innocent  in  nature  or  an 
expression  of  a  latent  tuberculosis  of  the  brain.  For  instance, 
the  seizures  are  sometimes  accompanied  by  headache  with  or 
without  vomiting.  Sometimes  strabismus  also  is  present — as  a 
rule,  of  one  eye.  The  situation  becomes  clear  if,  after  the  con- 
vulsions (but  also  without  them),  paralysis  of  one  limb  or  hemi- 
plegia develops  with  or  without  involvement  of  the  facial  (as  a 
rule,  several  branches  are  affected)  and  orbital  nerves.  These 
paralyses  may  disappear  after  days  or  weeks,  but  they  usually 
recur  and  terminate  fatally. 
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The  appearance  of  hemiplegia  does  not  always  indicate 
that  only  a  single  (solitary)  tubercle  exists  or  that  only  one-half 
of  the  brain  is  involved.  On  the  contrary,  both  halves  of  the 
brain  may  be  affected  by  tuberculosis,  the  symptoms  for  the 
time  being  indicating  involvement  of  one  side  only.  Indeed, 
tuberculosis  of  the  brain  may  exist  for  months  and  years  with- 
out manifesting  the  slightest  symptoms,  and  sometimes  its 
presence  is  revealed  only  at  the  necropsy.  This  is  true  espe- 
cially in  the  more  frequent  form  in  which  the  tubercles  are 
multiple.  In  this  variety  the  pea-  to  hazel-  nut  sized  (may  be 
as  large  as  a  hen's  egg),  grayish-yellow,  cheesy,  rounded  or  un- 
even nodules  are  diffusely  distributed,  but  produce  no  clinical 
symptoms.  The  tubercles  are  situated  chiefly  in  the  gray  mat- 
ter,— in  the  large  ganglia,  pons  Varolii,  and  in  the  cerebellum, 
— but  at  times  are  also  located  in  the  white  substance.  It  is 
often  very  diflfieult  to  locate  the  seat  of  the  tubercles  during  life 
with  any  degree  of  certainty.  At  best  their  seat  in  the  pons 
and  corpora  quadrigemina  can  be  determined  only  to  a  certain 
extent,  inasmuch  as  several  of  the  nerves  originating  in  that 
region  are  affected  simultaneously  or  in  succession,  and  in  ad- 
dition to  ataxic  gait,  hemiplegia,  etc.,  paralysis  of  the  facial, 
abducens,  oculomotor,  and  other  nerves  is  also  present.  Finally, 
tuberculosis  of  the  brain  sometimes  begins  with  progressive  uni- 
lateral paresis,  which  is  often  later  accompanied  by  tremor  or 
contractures  of  one  or  both  extremities,  or  with  strabismus, 
partial  contractures  of  the  extremities  or  muscles  of  the  neck, 
aphasia,  hallucinations  of  hearing,  and  from  time  to  time  dull- 
ness of  perception,  headache,  with  or  without  vomiting,  etc. 

The  duration  of  the  disease  varies  greatly.  Often  the  child 
lives  several  months  or  years  after  the  appearance  of  the  first 
symptoms.  Sometimes,  on  the  other  hand,  it  dies  quite  sud- 
denly after  a  prolonged  latent  course  of  the  disease  as  a  result 
of  a  rapidly  progressive  attack  of  tuberculous  meningitis.  Xot 
infrequently  a  gradual  enlargement  in  volume  of  tlie  skull  and 
forcible  separation  of  the  sutures  and  fontanelles  are  observed 
during  the  coiirse  of  tuberculosis  of  the  brain.  These  phenom- 
ena indicate  the  development  of  chronic  hydrocephalus — a 
symptom  which  is  observed  especially  in  tul)erculosis  of  the 
intermediate  space  of  the  cerebellum  or  between  this  and  the 
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tentorium  cerebelli.  The  hydrocephalus  is  due  to  pressure  upon 
the  vena  Galeiy  magna  and  its  branches,  resulting  in  a  passive 
congestion  and  transudation  into  the  ventricles. 

The  prognosis  of  this  affection  is  very  bad.  Temporary 
improvement  should  not  be  misinterpreted. 

Natural  recovery  does,  however,  now  and  then  take  place, 
especially  in  cases  of  "solitar}^"  tubercle,  owing  to  encapsula- 
tion and  calcification.  The  physician  should  therefore  never 
assume  a  passive  attitude,  but  endeavor  to  assist  nature  by 
roborants  and  tonics.  The  case  may  be  considered  hopeless  only 
when  signs  of  tuberculous  meningitis  supervene.  However,  as 
it  is  never  positively  known  whether  or  not  such  symptoms  are 
caused  by  sudden  hyperemia  or  circumscribed  encephalitis  in 
the  vicinity  of  the  tubercles,  it  is  even  in  such  cases  advisable 
not  to  delay  the  application  of  therapeutic  measures  (ice,  purga- 
tives, topical  depletion,  etc.). 

Laryngeal  Tuberculosis  is  quite  rare  in  childhood,  but 
has  been  observed  even  in  sucklings.  .  It  is  manifested  by  catar- 
rhal symptoms,  ulceration,  miliary  tubercles,  etc.  Its  usual 
location  is  upon  the  arytenoid  cartilages  and  the  internal  aryte- 
noid folds. 

TuBEECULOSis  OP  THE  BRONCHIAL  Glands  is  quite  com- 
mon in  children  who  have  a  great  tendency  to  hyperplasia  and 
caseation  of  the  glands.  This  affection  is  especially  apt  to 
follow  bronchial  catarrh,  measles,  or  pertussis,  and  is  mani- 
fested by  hyperplasia  (this  is  also  encountered  in  syphilis  and 
leukemia)  and  later  by  caseous  degeneration,  whereby  the  cen- 
tral portion  is  first  filled  with  softened  detritus.  Such  glandular 
cavities,  after  forming  adhesions  with  the  pleura  pulmonalis  or 
bronchi,  may  eventually  rupture  into  a  bronchus,  the  lungs,  or  a 
branch  of  the  pulmonary  artery,  and  in  this  manner  suddenly 
produce  putrid  bronchitis,  and  if  not  relieved  in  time  by  trache- 
otomy, fatal  suffocation  by  the  entrance  of  caseous  pieces  into 
the  upper  air-passages  or  fatal  hemoptysis.  It  may  rupture 
even  into  the  pericardium  and  cause  fatal  pericarditis.  Larger 
glandular  masses  at  the  root  of  the  lungs  may.  compress  the 
blood-vessels  and  nerves,  particularly  the  pulmonary  artery  and 
vein  and  their  branches,  the  superior  vena  cava  and  jugular 
communicans,  the  vagus  and  recurrens  nerves,  and  after  form- 
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ing  adhesions  with  them  (even  the  aorta)  markedly  displace, 
erode,  and  perforate  these  parts.  Kiipture  into  vital  organs 
generally  discloses  too  late  the  original  disease.  The  danger  is 
usually  not  recognized  earlier,  for  the  reason  that  characteristic 
symptoms,  such  as  are  due  to  the  compression  of  those  parts, 
are  rarely  present.  Those  symptoms  which  are  enumerated  by 
some  authors  [spasmodic  cough  with  paroxysmal  dyspnea  and 
edema  or  congestion  of  the  face — Sheffield],  even  the  dull- 
ness over  the  thorax,  are  usually  absent,  and  if  present  are  not 
characteristic.  Altogether  tuberculosis  of  the  bronchial  glands 
almost  always  runs  a  latent  course  and  its  existence  can  only 
be  surmised,  e.g.,  in  phthisis,  where  it  is  rarely  absent.  If  rec- 
ognized in  time  it  is  sometimes  curable  by  means  of  soft  soap 
inunctions,  and,  according  to  Fronz,  mercury  inunctions,  also 
in  nonsyphilitic  hyperplasia  [creosote  carbonate,  etc.,  codliver- 
oil,  and  Eussell's  fat  emulsion  should  be  given  a  fair  trial  in 
conjunction  with  plenty  of  fresh  air  and  sunshine — Sheffield]. 

Tuberculosis  of  the  Lungs. — Phthisis  pulmonum  is  not 
a  rare  disease  of  childhood.  In  children  from  5  years  of  age 
upward  the  symptomatology  and  course  resemble  those  observed 
in  older  persons.  In  younger  children,  however,  different  pecul- 
iarities are  observed.  As  a  rule,  the  younger  the  child,  the  less 
positive  the  local  symptoms  and  the  more  pronounced  the  dis- 
turbances of  general  nutrition,  which  correspond  with  the  clin- 
ical picture  of  atrophy.  This  is  due  to  the  fact  that  in  small 
children  the  tuberculous  affection  usually  involves  several  organs 
simultaneously  (lymph-glands,  spleen,  serous  membranes,  liver, 
kidneys,  etc.);  indeed,  often  no  organ  remains  uninvolved. 
However,  the  tuberculous  process  of  all  those  organs  frequently 
pursues  a  latent  course,  only  the  atrophy  indicating  what  is 
going  on.  Occasionally  it  is  associated  with  multiple  glandular 
swellings,  multiple  abscesses,  eczema,  suppurations  of  the  bones 
and  joints,  and  inflammation  of  the  eye  and  ear. 

A  certain  diagnosis  is  furnished  only  by  a  thorough  exam- 
ination of  the  thorax.  This  is  by  no  means  easy,  but  must 
alwa3's  be  undertaken,  even  though  cough,  dyspnea,  etc.,  are 
absent.  While  indicanuria  occurs  very  often  in  tuberculosis  of 
children,  it  is  nevertheless  not  pathognomonic.  Xot  infre- 
quently nothing  is  found  except  rough  respiratory  sounds  or 
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catarrhal  rales,  i.e.,  a  chronic  bronchitis.  This  phenomenon 
must  be  regarded  with  suspicion  in  the  presence  of  hereditary 
disposition,  glandular  swelling,  etc.  Sometimes  extensive  foci 
are  found  associated  with  symptoms  -of  consolidation,  which 
confirm  the  diagnosis.  The  distribution  is  not  at  all  typical 
in  children;  often,  for  example,  the  lower  lobes  are  affected 
first.  In  addition  to  those  symptoms  there  are  usually  irregular 
febrile  attacks,  with  morning  remissions  and  evening  exacerba- 
tions. On  the  other  hand,  phthisis  in  small  children  not  in- 
frequently pursues  an  afebrile  course.  Dyspeptic  symptoms 
and  diarrhea  are  rarely  absent;  indeed,  the  latter  often  diverts 
attention  from  the  respiratory  organs  and  misleads  the  physi- 
cian. In  small  children,  in  whom  the  sputum  is  obtainable 
only  with  great  difficulty,  the  demonstration  of  tubercle  bacilli 
is  almost  impossible.  According  to  Epstein,  this  is  sometimes 
possible  by  the  introduction  of  a  ISTelaton  catheter  to  the  base 
of  the  tongue.  During  an  attack  of  coughing  some  sputum 
may  be  thrown  into  the  fenestra  of  the  sound.  Grayish-yellow, 
fetid  sputum  is  sometimes  expectorated  and  occasionally  small 
quantities  of  blood.  Copious  hemoptysis  is  extremely  rare  in 
children.  As  a  rule,  pulmonary  phthisis  is  also  complicated  by 
tuberculosis  of  the  bronchial  glands,  and  the  latter  may  appear 
as  the  predominating  disease. 

Pulmonary  phthisis  usually  runs  quite  an  acute  course  in 
small  children,  and  death  sets  in,  as  a  rule,  after  months  or  from 
one  to  two  years  at  the  latest,  most  frequently  from  tuberculous 
meningitis,  pleuritis,  and  acute  miliary  tuberculosis.  It  some- 
times occurs  in  very  young  children,  even  in  the  newly  born, 
and  it  is  not  rarely  directly  inherited.  Usually  only  the  pre- 
disposition is  inherited,  and  infection  takes  place  later  from 
environment.  Scrofulous  children  are  particularly  susceptible 
to  tuberculosis.  Morbilli  and  pertussis  also  often  end  in 
phthisis.  Capillary,  bronchial,  and  chronic  pneumonia  also 
offer  a  favorable  soil  for  the  growth  of  tubercle  bacilli.  On  the 
other  hand,  these  affections  are  often  expressions  of  phthisis. 

The  treatment  of  a  more  or  less  advanced  case  is  a  very  un- 
promising undertaking.  At  best  the  symptoms  only  can  be 
alleviated  and  death  postponed  by  hygienic  and  dietetic  meas- 
ures (see  further).    In  incipient  phthisis,  however,  therapeutic 
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success  is  by  no  means  impossible.  A  healthy,  sunny  dwelling; 
outdoor  life  (in  the  summer  ^^sooF'  and  iodin  baths,  woods, 
mountains,  and  sea;  in  the  winter,  residence  in  the  South); 
attention  to  the  skin  (also  sea-salt  baths  and  massage); 
strengthening  food  (much  fat,  eodliver-oil,  milk  and  kephir, 
eggs,  malt  preparations,  somatose,  nutrose,  puro,  etc.);  tonics 
(syrup  of  the  iodid  of  iron,  arsenic)  ;  blood  preparations 
(hematogen,  hemogallol,  sanguinal)  sometimes  do  very  well. 
With  medicinal  treatment,  also  (creosote,  creosotal,  guaiacol, 
duotal,  sirolin,  ichthyol,  ichthalbin),  good  results  are  now  and 
then  obtained  in  incipient  tuberculosis.  Symptomatic  treat- 
ment is  often  called  for,  and  expectorants,  narcotics,  and  sto- 
machics (especially  orexin  tannate)  may  be  ordered. 

Prophylactic  measures  are  to  be  observed  to  guard  against 
infection,  especially  in  hereditarily  predisposed  children.  They 
must  be  kept  away  from  phthisical  patients,  particularly  from 
tuberculous  nurses.  They  should  not  receive  milk  of  cows  suf- 
fering from  murrain,  etc.  Their  systems  must  be  strengthened 
by  early  hardening,  tonics,  outdoor  life,  breathing  exercise,  etc. 

Tuberculosis  of  the  Abdominal  Organs.  —  Tubercles 
are  very  often  found  in  the  serous  covering  of  the  spleen  and 
liver,  the  diaphragm,  intestinal  canal,  kidneys,  great  omentum, 
and  in  the  peritoneum.  It  is  observed  even  in  the  female  geni- 
talia. The  tubercles  are  sometimes  very  numerous,  either  very 
small,  barely  visible  with  the  naked  eye,  or  as  large  as  a  pea  or 
larger.  Enlargement  of  the  mesenteric  and  other  abdominal 
glands  is  usually  an  early  symptom.  All  these  symptoms,  how- 
ever, are  observed  only  at  the  autopsy.  During  life,  at  most, 
tuberculosis  of  the  peritoneum  (see  "Peritonitis^^)  and,  per- 
haps, also  that  of  the  glands  and  intestine  is  actually  diag-nos- 
ticated.  Enlargement  of  the  mesenteric  glands  is  generally 
tuberculous  in  nature,  and  secondary  to  tuberculosis  of  the 
peritoneum  or  intestinal  mucous  membrane.  It,  however,  is  ob- 
served also  in  otherwise  healthy  children  who  suffer  or  have 
previously  suffered  from  chronic  or  recurrent  intestinal  catarrh 
and  under  unfavorable  conditions  may  advance  to  caseation. 
The  swelling  and  induration  are  usually  slight  and  cannot 
be  detected  by  palpation.  Even  larger  tuberculous  nodules 
frequently  escape  observation,  owing  to  meteorism  or  ordinary 
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tension  of  the  abdomen,  and,  even  if  palpable,  often  no  certain 
diagnosis  can  be  made  (may  be  mistaken  for  scybala).  Although 
the  detection  of  tubercle  bacilli  in  the  feces  is  by  no  means  easy 
and  requires  experience,  the  diagnosis  is  less  difficult  in  tuber- 
culosis of  the  intestines,  since  here  the  stubborn  diarrhea, 
which  often  resists  all  methods  of  treatment  and  returns  again 
and  again,  presents  a  quite  characteristic  clinical  picture.  Tu- 
berculosis of  the  intestine  is  generally  closely  connected  with 
tuberculosis  of  other  organs,  particularly  with  tuberculous  peri- 
tonitis; but  it  occurs  also  primarily  as  the  result  of  direct  in- 
fection, e.g.,  drinking  the  milk  of  cows  suffering  from  "mur- 
rain.'^ Isolated  ulcerations  are  generally  observed,  but  occa- 
sionally the  intestine  is  studded  with  annular  ulcers,  which  not 
infrequently  occlude  the  intestinal  lumen.  Sometimes  there 
are  adhesions  and  communication  between  the  intestinal  loops, 
resulting  in  perforation  with  consecutive  peritonitis;  fre- 
quently sacculated  peritoneal  abscesses  and  involvement  of  the 
mesenteric  glands  [tcibes  mesenterica]  are  observed. 

The  symptomatology  resembles  that  of  the  adult.  Fever  is 
sometimes  absent  or  hectic  in  character.  In  isolated  ulcers 
diarrhea  is  either  absent  or  slight;  so  that  the  symptomatology 
consists  merely  of  emaciation,  exhaustion,  and  intermittent 
fever,  as  often  prevails  in  simple  intestinal  catarrh  with  follic- 
ular ulceration.  The  diagnosis  of  intestinal  tuberculosis  is 
therefore  frequently  not  made  unless  it  is  associated  with  tu- 
berculosis of  other  organs. 

Treatment. — The  diarrhea  may  be  treated  by  all  remedies 
employed  in  ordinary  diarrhea;  success  is,  however,  generally 
only  temporary.  Also  all  the  newer  antidiarrheal  remedies 
(tannigen,  tannalbin,  tannon,  tannopin,  eudoxin,  xeroform) 
have  been  tested,  and,  judging  by  the  numerous  reports,  with 
success. 

Tuberculous  Peritonitis  usually  attacks  children  of  from 
3  to  8  years  of  age  or  younger  and  pursues  a  very  insidious 
course.  Sometimes  it  also  runs  a  rapid,  even  typhoidal,  course 
like  acute  peritonitis,  which  also  rarely  complicates  chronic  peri- 
tonitis. The  classical  form  of  tubercular  peritonitis,  however, 
is  the  chronic  variety,  which  is  manifested  by  the  following 
symptoms:   Gradual  increase  in  volume  of  the  abdomen,  which 
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iri  at  first  little  noticed,  but  appears  considerably  arched  (hemi- 
spherical) after  a  few  months.  The  abdominal  walls  are  greatly 
distended  (even  glistening);  the  epigastric  veins  are  often 
visible  as  transparent  blue  cords.  The  umbilicus  is  eitlier  ef- 
faced or  protuberant.  There  are  total  anorexia,  languor,  and 
emaciation.  The  emaciated  extremities  contrast  characteristic- 
ally with  the  large  abdomen.  Also  early  colicky  pain  and  sen- 
sitiveness to  pressure  are  sometimes,  but  not  always,  present. 
Often  there  is  marked  ascites,  and  not  infrequently  only  a  small 
amount  of  fluid  in  the  abdominal  cavity,  the  enlargement  of  the 
abdomen  depending  upon  intestinal  gases.  Some  portions  of 
the  abdomen  may  be  flat;  other  portions  again  are  tympanitic 
on  percussion,  without  being  influenced  by  the  position  of  the 
body  (encapsulation  of  the  fluid  by  adhesions).  Occasionally 
hard,  cordlike  masses  and  thickened  omentum  or  adherent  in- 
testinal loops  are  observed;  and  more  rarely  larger  tumors  (en- 
capsulated peritoneal  abscesses)  are  found.  Enlargement  of  the 
abdomen  occasionally  persists  until  death,  which  occurs,  e.g., 
from  tuberculous  meningitis.  In  the  latter  event  the  abdomen 
is  more  frequently  tray-shaped.  Earely  the  abdomen  is  sunken 
or  even  flat  throughout  the  whole  course  of  the  peritonitis, — 
if  there  is  neither  ascites  nor  a  large  quantity  of  gases.  Fre- 
quently there  is  tuberculosis  of  the  peritoneum  and  of  other 
abdominal  organs,  exclusively,  with  possible  involvement  of  the 
glands,  while  the  other  organs  remain  entirely  intact  (see 
"Tuberculosis  of  the  Abdominal  Organs").  In  these  cases, 
aside  from  abdominal  enlargement,  anorexia,  emaciation,  etc., 
there  are  no  other  symptoms  during  the  entire  course,  which 
may  extend  for  a  year  or  longer.  In  doubtful  cases  ex- 
amination of  the  urine  may,  perhaps,  be  of  diagnostic  value, 
inasmuch  as  indican  is  almost  constantly  and  persistently 
found  in  tuberculosis.  Sometimes  there  is  also  irregular 
elevation  of  temperature  (normal  in  the  morning  and  103°  F. 
or  over  in  the  evening),  and  if  the  intestines  are  involved 
also  diarrhea  (see  "Intestinal  Tuberculosis").  Abdominal 
swelling  of  the  inguinal  glands  is  also  observed.  The  latter, 
however,  is  not  characteristic,  as  it  is  otherwise  often  found  in 
children  and  is  not  infrequently  absent  in  tuberculous  perito- 
nitis.   Sometimes  (usually  very  late)  perforation  of  the  exudate 
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takes  place  through  the  umbilicus  and  more  rarely  through  the 
rectum.  If  not  preceded  by  intercurrent  complications,  death 
may  result  from  exhaustion.  Toward  the  end  there  is  often 
edema  due  to  increasing  cardiac  debility. 

Treatment. — Punctures.  These  should  be  preceded  by  very 
careful  percussion  in  order  positively  to  ascertain  the  free  mo- 
bility of  the  water  and  to  avoid  entering  adhesions  or  the  intes- 
tine. Gentle  percussion  is  best,  and  must  elicit  a  fiat  sound  at 
the  point  of  puncture.  This  method  of  treatment  is  only  of 
temporary  benefit  (decrease  of  dyspnea,  etc.).  Eadical  cures 
have  often  been  obtained  by  laparotomy,  the  modus  operandi  of 
which  is  as  yet  obscure.  According  to  Tillman,  the  curative 
factor  consists  of  a  hyperemia  of  the  peritoneum  produced  by 
the  operation  in  a  manner  similar  to  that  employed  by  Bier  to 
cure  tuberculosis  of  the  extremities  by  artificial  passive  hyper- 
emia. The  operation  is  contra-indicated  in  cases  in  which  tu- 
berculosis of  other  organs  exists  or  in  progressive  cachexia. 
Fever  forms  no  contra-indication.  Until  the  operation,  or,  if 
this  is  refused,  the  abdomen  should  be  painted  carefully  with 
tincture  of  iodin  or  iodoform  collodion.  The  abdomen  is  di- 
vided into  four  quadrants,  and  only  one  of  them  is  painted  every 
day.  In  addition,  rest,  diet,  and  opium.  Other  medication  is 
generally  useless. 

Syphilis. — Syphilis  in  children  is  rarely  a  primarily  ac- 
quired (see  further)  disease.  It  is  usually  inherited  from 
parents  (syphilis  hereditaria).  The  latter  condition,  therefore, 
will  occupy  our  chief  attention. 

Children  of  syphilitic  parents  either  present  signs  of  the 
disease  at  birth  or  not  until  the  first  few  months  of  life.  They 
do  not  necessarily  look  ill  nourished  or  pale,  but,  on  the  con- 
trary, often  show  a  very  healthy  color  and  favorable  conditions 
of  nutrition.  This  is  particularly  the  case  with  breast-fed  chil- 
dren. Infants  fed  artificially  are  often  atrophic;  very  pale; 
sometimes  present  a  peculiar  brownish  color;  and  diffuse,  red- 
dened skin,  w^hich  is  here  and  there  covered  with  large,  yellow- 
ish lamellae.  Aside  from  pemphigus,  with  which  congeni tally 
syphilitic  children  are  so  often  born,  coryza  is  usually  the  first 
and  also  the  most  constant  symptom  of  syphilis.  The  coryza 
usually  precedes  or  at  least  almost  always  accompanies  all  the 
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other  manifestations,  and  is  rarely  absent.  The  children  "  snuf- 
fle ^^  in  a  peculiar  manner  during  breathing,  but  particularly 
while  nursing,  which  is  accomplished  with  difficulty.  Locally 
this  "  cold  in  the  head  "  usually  manifests  itself  by  swelling  of 
the  nasal  mucous  membrane,  occlusion  of  the  nares  by  yellow- 
ish or  brownish  scabs,  and  sero-mucous  discharge  (sometimes 
with  admixture  of  blood).  Occasionally  the  nose  is  also  swollen 
externally.    Very  soon  the  skin  also  appears  affected. 

In  the  beginning  there  appear  —  particularly  about  the 
folds  of  the  eyes,  nose,  and  chin;  at  the  anus;  and  on  the  hands 
and  feet — isolated,  red-  or  brownish-  copper  colored,  round  or 
irregularly  shaped  spots  (roseola  syphilitica)  the  size  of  a  five- 
cent  piece,  which  are  either  covered  with  small  or  large  scales 
or  appear  glossy,  as  though  varnished.  On  other  places  red, 
moist  excoriations  (as  a  result  of  maceration  by  secretions,  as 
on  the  chin,  at  the  anus,  etc.),  surrounded  by  an  intertrigolikc 
eruption,  are  observed.  The  spots  gradually  extend  over  a  large 
part  of  the  body,  become  larger,  and  coalesce  into  a  large, 
brownish-yellow  or  red,  partly  desquamated,  partly  excoriated, 
scabby,  etc.,  surface.  In  some  places,  e.g.,  at  the  angles  of  the 
mouth  and  eyes,  at  the  anus,  vulva,  etc.,  syphilis  leads  to  early 
bleeding  fissures  and  cracks  (rliagades).  The  palms  of  the 
hands  and  soles  of  the  feet  are  usually  diffusely  reddened  and 
covered  by  large  scales  and  cast-off  epidermic  shreds  (psoriasis 
syphilitica).  There  is  often  falling  of  the  hair,  particularly  of 
the  eyebrows  and  eyelashes,  and  the  nails  likewise  present  dis- 
tinct alterations,  such  as  thickening,  clawlike  deformities,  sup- 
purations, and  also  exfoliation  of  the  nail  (paronychia  syphi- 
litica). These  skin  affections  are  not  always  so  marked,  some- 
times they  are  only  partially  developed  and  at  other  times  barely 
indicated,  or  other  changes  present  themselves,  such  as  a  papu- 
lar exanthema  (lichen,  strophulus)  or  psoriasislike  eruption,  or 
remains  of  bullse  (pemphigus  neonatorum),  in  the  form  of  red 
spots  surrounded  by  a  ring  of  dry  epidermis  or  excoriations. 
Sometimes  a  fresh  bullous  exanthema  is  observed,  consisting  of 
flabby,  purulent  vesicles,  particularly  of  the  soles  of  the  feet  or 
palms  of  the  hands, — usually  offering  a  bad  prognosis.  More 
rarely  the  eruption  is  purely  eczematous.  Frequently  deep 
ulcers  develop  from  the  excoriations  around  the  anus,  scrotum. 
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and  eyebrows.  Also  mucous  patches  are  here  and  there  met  in 
hereditary  syphilis  (usually  not  until  later  or  in  recurrences), 
e.g.,  at  the  angle  of  the  mouth,  on  the  tongue  and  scrotum,  in 
the  inguinal  folds,  at  the  anus,  on  the  surface  of  the  internal 
portion  of  the  thigh,  etc.  They  look  exactly  like  those  in 
adults,  have  a  great  tendency  to  macerate,  and  become  fissured 
ulcers. 

Of  the  hereditary  syphilitic  affections  of  the  mucous  mem- 
branes coryza,  as  already  mentioned,  is  most  frequent;  more 
rarely  the  larynx  is  affected,  also  plaques  muqueuses,  papilloma- 
tous growths,  ulcers,  caries  (of  the  thyroid  carriages),  and  peri- 
chondritis may  occur  and  cause  hoarseness,  even  aphonia,  dys- 
peptic symptoms,  and  fatal  termination,  owing  to  edema  of  the 
glottis.  Sometimes  condylomatous  gummatous  processes  and  ul- 
cerations are  found  on  the  dorsum  of  the  tongue  and  occasion- 
ally also  on  the  tonsils.  Occasionally  also  purulent  conjunctivitis 
(never  iritis)  and  very  seldom  intestinal  syphilis  (q.v.)  are  ob- 
served. Henoch  never  saw  the  latter  condition.  It  manifests 
itself  by  gummatous,  partly  ring-shaped  indurations  of  the  mus- 
cles and  mucous  membrane,  which  surround  the  small  intestines 
and  constrict  their  lumen.  They  usually  resemble  Peyer's 
patches.  There  may  also  be  condylomatous  proliferations  and 
ulcerations  of  the  intestinal  muscles  and  mucous  membrane. 
The  lymphatic  glands  are  often  enlarged;  and  small,  movable 
swellings  are  usually  detected  in  several  regions  and  usually 
persist  very  stubbornly. 

The  bony  system  also  is  almost  constantly  affected.  Some 
children  are  born  with  fractures  which  occurred  within  the 
uterus,  owing  to  fragility  of  the  bony  structures.  Of  more  fre- 
quent occurrence  are  ostitis  and  periostitis,  which  are  prone  to 
establish  themselves  at  the  epiphysis  of  the  tubular  bones  and 
produce  swellings.  If  such  conditions  develop  within  the  first 
few  months  of  life  they  are  usually  syphilitic  in  nature;  later 
they  may  be  due  to  rachitis.  Not  infrequently  the  latter  may 
be  combined  with  the  former.  The  epiphyseal  swelling  is  uni- 
lateral in  syphilis,  while  it  is  almost  always  bilateral  in  rachitis. 
The  swelling  may  affect  also,  e.g.,  the  phalanges  of  the  fingers 
(never  the  toes), — dactylitis  syphilitica, — and  produce  a  condi- 
tion closely  resembling  spina  ventosa  scrofulosa.     Wegner  al- 
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most  constantly  observed  very  distinct  changes  in  the  tubuhir 
bones  of  the  newly  born  and  older  infants — namely,  a  small  yel- 
lowish or  orange-colored  serrated  line  at  the  points  of  transi- 
tion between  the  diaphyseal  and  epiphyseal  cartilages.  This 
sign  has,  according  to  recent  observations,  proved  to  be  a  gum- 
matous process  caused  by  excessive  cellular  new  formation,  re- 
sulting in  necrosis  of  the  intermediate  tissue  and  simultaneous 
separation  of  the  epiphysis  from  the  diaphysis,  owing  to  com- 
pression of  the  vessels.  This  process  sometimes  causes  a  direct 
separation  of  the  limb  (abnormal  motilit}-,  looseness,  and  also 
crepitation),  but  usually  only  pain,  swelling,  etc.,  and  sometimes 
no  clinical  signs.  The  question  as  to  whether  the  impeded  mo- 
tion of  a  limb,  as  frequently  observed  in  syphilitic  children 
(sypliiUtic  pseudoparalysis)  is  related  to  this  or  any  other  alter- 
ation of  the  bone,  or  whether  it  is  of  central  origin  or  caused 
by  peripheral  neuritis,  as  yet  awaits  elucidation.  Experience 
teaches,  however,  that,  if  the  bone  enlargement  eventually  dis- 
appears under  syphilitic  treatment,  there  is  also  an  abatement 
of  the  paralysis.  On  the  other  hand,  pareses  also  occur  without 
alteration  in  the  bones,  and  they  sometimes  are  surely  central 
in  origin. 

Although  hereditary  syphilis  rarely  affects  the  nervous  sys- 
tem, cerebral  symptoms,  such  as  paralyses,  contractures,  mental 
disturbances,  etc.,  are  at  times  observed.  Chronic  meningitis 
and  hydrocephalus  are  sometimes  due  to  syphilis;  likewise  epi- 
lepsy, dementia  paralytica,  spinal  disseminated  sclerosis,  and. 
finally,  not  rarely  also  neurasthenia  and  hysteria.  Arteritic 
and  periarteritic  processes  occur  here  as  elsewhere  (Heubner) 
and  at  times  cause  hemorrhages  (brain,  skin,  etc.).  Syphilitic 
arteriosclerosis  was  also  observed. 

Other  organs,  particularly  the  testicles  and  the  liver,  are 
more  frequently  affected  in  hereditary  syphilis  than  the  brain. 
Thus,  the  testicles  are  not  rarely  enlarged,  hard,  solid,  uneven, 
and  nodular.  This  interstitial  orchitis  (also  with  epid}initis), 
however,  is  capable  of  retrogression  under  early  specific  treat- 
ment, but  usually  persists  if  neglected  (fibroid  neoplasm).  The 
liver  also  is  often  enlarged  (sometimes  enormously!),  hard,  or 
knobby.  Here  it  is  chiefly  a  question  of  interstitial  inflamma- 
tion with  or  without  the  formation  of  gummata.     Hochsinger 
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found  also  diffuse  growth  of  young  granulation-tissue  with  par- 
ticipation of  the  blood-vessels.  The  hepatitis  only  rarely  pro- 
duces icterus  and  ascites.  If  the  latter  occurs  they  always  indi- 
cate that  the  condition  is  far  advanced  and  not  very  benign  in 
nature;  but  this  condition  is  not  always  fatal  and  may  be  iniiu- 
enced  by  treatment,  particularly  if  the  hepatitis  does  not  set 
in  until  the  second  month  of  life.  It  is  often  found  in  con- 
junction with  enlargement  of  the  spleen  (hyperplasia,  indura- 
tion, perisplenitis),  and  anemia  pseudoleukemica  infantum  is 
not  rarely  caused  by  syphilis.  Sometimes  the  kidneys  are  in- 
volved (nephritis).  Also  paroxysmal  hemoglobinuria  of  syphi- 
litic origin  occurs.  Likewise  involvement  of  the  suprarenals, 
pancreas,  exceptionally  the  heart  and  lungs,  and  the  thyroid 
(struma)  and  thymus  glands  (abscesses). 

As  a  rule,  one  or  more  of  the  changes  just  enumerated  are 
present  in  so  pronounced  a  form  that  a  diagnosis  can  usually 
be  arrived  at.  The  question  now  to  be  decided  is,  whether  or 
not  hereditary  syphilis  is  dealt  with.  In  such  cases  the  diag- 
nosis is  greatly  facilitated  by  bearing  in  mind  the  history  re- 
garding infection  by  the  parents.  The  child  is  more  frequently 
infected  by  the  father  through  the  semen,  but  not  quite  rarely 
also  by  the  mother^  through  the  ovule  or  through  the  blood, 
— after  having  become  infected  during  pregnancy, — inasmuch 
as  the  placenta  sometimes  transmits  the  syphilitic  virus.  If 
examination  of  the  parents  reveals  nothing,  and  if  no  syphilitic 
history  can  be  obtained  (omnis  syphiliticus  mendax!),  it  is  im- 
portant then  to  inquire  into  the  previous  births.  As  is  well 
known,  syphilitic  mothers  very  frequently  abort,  particularly  in 
the  first  few  years  of  married  life,  or  at  least  they  bear  prema- 
ture nonviable  children;  while  later,  if  treated  during  the  in- 
tervals, or  if  the  syphilitic  virus  has  spontaneously  weakened, 
entirely  healthy  children  may  be  born.  Sometimes  healthy  and 
diseased  children  alternate,  in  view  of  the  intermittent  recur- 
rence of  the  syphilitic  manifestations  in  the  parents.     Some- 


*  Choc  en  retour  is  defined  as  a  poslconceptional  (also  ovular)  infec- 
tion of  the  mother  by  the  ex  patre  syphilitic  (also  through  the  infected 
sperma)  semen,  whereby  the  mother  presents  secondary  (even  tertiary) 
symptoms  in  early  pregnancy.  Of  course,  this  is  not  of  constant  occur- 
rence. 
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times  syphilitic  children  are  born  after  long  intervals  (Biedert's 
case  after  fourteen  years,  Henoch's  even  after  twenty  years). 
All  this  must,  of  course,  be  taken  into  consideration.  The  age 
at  which  the  child  begins  to  show  the  initial  symptoms  of  S}'ph- 
ilis  is  also  of  diagnostic  importance.  It  has  been  mentioned 
that  some  children  are  born  with  sj^hilitic  manifestations. 
More  frequently  they  remain  free  from  them  in  the  first  four 
to  six  weeks. 

If  syphilis  (corj^za,  skin  eruptions)  manifests  itself  during 
the  first  two  months  of  life  it  is  generally  considered  congenital. 
More  rarely  the  syphilitic  signs  begin  after  the  third  month, 
and  here  the  serious  questions  arise :  Whether  it  is  a  recurrent 
attack  (the  first  eruption  might  have  been  so  very  mild  as  to 
escap"e  notice  I),  acquired  syphilis,  or,  finally,  a  case  of  syphilis 
hereditaria  tarda  is  dealt  with.  Indeed,  the  first  signs  of  syphilis 
congenita  sometimes  do  not  set  in  until  much  later,  even  as  late 
as  the  period  of  puberty  and  still  later  inasmuch  as  the  syphi- 
litic virus  has,  to  some  extent,  remained  dormant  until  then. 
Some  deny  the  existence  of  syphilis  hereditaria  tarda  (Henoch 
claims  never  to  have  seen  it)  and  believe  that  such  cases  are 
alwa3^s  either  recurrences  of  secondary  or  else  acquired  syphilis. 
On  the  other  hand,  there  are  cases  on  record  which  have  been 
observed  from  birth  and  seem  to  prove  that  congenital  syphilis 
undoubtedly  existed.  This  form  of  syphilis  may  present  a  very 
variable  symptom-complex,  but  generally  the  manifestations  of 
the  so-called  tertiar}-  period  prevail.  The  bony  system  appears 
particularly  aiffected  either  in  the  form  of  simple  periostitis 
(thickening,  e.g.,  of  the  anterior  surface  of  the  tibia?,  of  the 
skull,  etc.)  or  of  soft  (gummatous)  ostitis,  which  leads  to  per- 
forations, e.g.,  of  the  hard  palate,  and  may  give  rise  to  the 
so-called  "  saddle-nose.'*  In  these  cases  the  joints  also  are  fre- 
quently involved  (quite  rare  in  the  first  few  months'.),  and 
often  symmetrically  (simple  osteoarthropathy,  serous  and  puru- 
lent exudations,  etc.).  Ozena,  ulcers  of  the  larynx,  skin  exan- 
themata, and  other  manifestations  are  frequently  observed. 

The  so-called  "Hutchinson's  triad"  was,  for  a  long  time, 
considered  of  great  diagnostic  value.  It  consists  of:  1.  An  af- 
fection of  the  eyes  in  the  form  of  interstitial  keratitis;  accord- 
ing to  Silex,  also  in  the  form  of  a  peculiar  choroiditis  alveolaris, 
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atrophic  foci  and  pigmentary  deposit  in  the  choroidea.  2.  Af- 
i'eetion  of  the  internal  ear  (deafness  or  deaf -mutism).  3.  De- 
formity of  both  upper  inner  incisors.  They  appear  smaller  than 
normal,  taper  from  the  base  to  the  edge  [screwdriver  teeth], 
and  are  whitish  to  greenish  gray  in  color;  moreover,  they  have 
a  semilunar  notch  in  the  center  of  the  edge,  with  loss  of  enamel. 
At  present  these  symptoms,  although  frequently  observed 
singly  or  as  a  group,  are  no  longer  considered  characteristic, 
since  it  has  been  found  that  some  of  them  {e.g.,  the  Hutchinson 
teeth)  have  also  been  observed  in  other  affections  [even  in 
healthy  children]. 

It  not  rarely  occurs  that  children  innocently  acquire  syph- 
ilis. It  is  as  yet  uncertain  whether  infection  may  take  place 
intra  partum  through  syphilis  of  the  maternal  genitalia  or 
whether  syphilitic  wet-nurses  with  healthy  nipples  may  trans- 
mit the  disease  through  the  milk.  According  to  Prof  eta's  law  ^ 
an  apparently  healthy  child  usually  escapes  infection  from  the 
syphilitic  mother,  as  it  usually  becomes  immune  against  syphilis 
intra  gravid  it  at  em.  That  S3'philis  is  transmitted  by  servants 
(aside  from  stuprum),  through  fondling,  e.g.^  kissing,  sleeping 
in  one  bed,  use  of  the  same  sponges,  rags,  etc.,  is  absolutely  cer- 
tain. Henoch  never  saw  syphilis  transmitted  by  vaccination, 
and  it  is  certainly  possible  that  the  disease  might  remain  latent 
until  then  and  break  out  after  vaccination,  as  is  apt  to  occur 
also  after  any  other  injury.  Syphilis  may  be  transmitted  by 
circumcision  and  also  by  the  use  of  dirty  instruments  employed 
for  diagnostic  and  therapeutic  purposes.  Acquired  syphilis 
produces  the  identical  symptoms  in  children  as  in  adults,  but  in 
the  former  the  disease  often  runs  a  more  rapid  and  violent 
course,  with  preponderance  of  condylomata. 

In  the  TREATMENT  of  sypliilis  in  children  particular  atten- 
tion must  be  paid  to  nutrition,  for  it  is  certain  that  breast-fed 
children  are  much  less  affected  and  much  more  rapidly  react 
to  specific  treatment  than  artificially  fed  infants.  Nutrition 
must  be  looked  after  particularly  in  children  who  are  delicate 
and  atrophic  from  birth,  who  even  with  the  best  of  care  often 

*  Prof  eta's  law  says:  Children  of  syphilitic  parents  remain  in 
later  years  immune  against  syphilis.  As  a  matter  of  fact,  it  is  not  a 
law,  since  exceptions  are  frequently  observed. 
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succumb  to  syphilis  in  great  numbers  or  become  subject  to  the 
so-called  parasypliilitic  symptoms  (see  further).  Therefore, 
whenever  possible,  breast-feeding  should  always  be  resorted  to 
in  hereditary  syphilis.  Syphilitic  mothers  can  nurse  their  chil- 
dren with  impunity,  while  healthy  mothers  should  do  so  only  if 
the  cliildren^s  lips  and  mouths  are  entirely  free  from  symptoms, 
for  Colles's  laiv,^  that  the  mother  is  rendered  immune  to  syphilis 
in  gravidity  through  her  syphilitic  child/is  not  fully  established. 
Often  a  wet-nurse  is  found  willing  to  nurse  the  child,  although 
fully  aware  of  the  possible  dangers  of  infection.  She  must  al- 
ways be  informed  of  this  danger,  although  Henoch  never  saw  a 
wet-nurse  infected  if  she  kept  her  nipples  very  clean. 

Medicinally  mercury  is  the  chief  and  only  certain  remedy. 
Calomel,  hydrargyri  nitras,  or  hydrargyri  iodidum  flavum  (pro- 
tiodid  of  mercury)  is  given  three  times  a  day  in  doses  of  0.005 
[gr.  V12]  for  a  child  under  8  weeks;  0.0075  [gr.  Vg],  3  to  G 
months;  0.01  [gr.  VJ,  0  to  12  months;  and  0.015  [gr.  V4],  3 
years  old.  In  order  to  avoid  intestinal  disturbances,  the  mer- 
cury sliould  be  combined  witli  tannic  acid  preparations,  and  in 
delicate  children  also  with  ferri  carbonas  saccharatus,  0.1  to  0.2 
[gr.  iss-ij].  lodid  of  iron  also  often  acts  very  well,  particularly 
after  disappearance  of  the  main  symptoms  under  mercury.  The 
mercury  may  also  be  incorporated  in  the  form  of  baths  (0.5  to 
1.0  [gr.  viiss-xv]  corrosive  sublimate  is  added  to  the  bath),  which, 
while  not  certain  in  action,  are  useful  adjuncts  to  the  internal 
treatment;  or  administered  in  the  form  of  hypodermic  injections 
(V2  gram  [mviij]  of  corrosive  sublimate  solution  [0.2  to  1000] 
is  injected  twice  a  day).  Mercury  in  inunction  is  an  ideal 
method  of  treatment  (daily  from  1  to  2  grams  [grs.  xv-xxx]  of 
unguentum  cinereum).  Such  a  mercury  treatment  usually  ren- 
ders the  treatment  of  local  lesions  superfluous,  but  condyloma- 
tous  vegetations  may  be  dusted  with  calomel.  Ulcers,  the  nasal 
mucous  membrane,  etc.,  are  daily  painted  with  silver  nitrate 


*  Colles's  law  maintains  that  a  svphilitie  fetus  from  the  father's 
side  renders  its  pregnant  mother  immune  against  later  syphilitic  infec- 
tion; so  that,  for  example,  putting  the  child  to  the  breast  does  not 
jeopard  the  health  of  the  mother.  This  law,  however,  is  not  entirely 
correct,  for  there  are  frequent  exceptions.  Hence,  the  child  should  not 
be  put  to  the  mother's  breast,  but  should  be  fed  artificially. 
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(0.5  to  15.0  [3  per  cent.]);  plaques^  condylomas,  and  rhagades 
are  touched  every  few  days  with  a  10-per-cent.  chromic  acid 
solution  or  lO-per-cent.  sublimate.  In  syphilis  hereditaria  tarda 
potassium  iodid  is  often  most  effective;  also  baths  (in  watering 
places)  may  be  used.  The  mercury  treatment  acts  particularly 
well  in  breast-fed  infants»and  especially  in  cases  in  which  the 
syphilitic  manifestations  have  appeared  early. 

The  PEOGNOSis  in  Such  cases  is  very  favorable  even  if  the 
sjrtnptoms  are  severe  in  nature.  The  later  the  appearance  of 
the  sjrmptoms,  the  more  dubious  generally  is  the  prognosis. 
Even  in  cases  which  run  a  very  good  course  there  is  never  any 
guarantee  of  nonrecurrence.  Indeed,  relapses  are  sometimes 
very  frequent,  particularly  in  the  first  and  second  years,  but 
sometimes  even  later.  Furthermore,  not  all  (especially  arti- 
ficially fed)  cases  run  such  a  favorable  course. 

Even  with  disappearance  of  the  organic  alterations  under 
treatment  the  children  are  exposed  to  danger,  owing  to  the  so- 
called  parasypliilitic  symptoms,  which  may  set  in  with  the  begin- 
ning of  the  disease,  or  form  the  only  symptom  of  syphilis  and 
manifest  themselves,  for  example,  by  anemia  and  syphilitic 
cachexia,  sometimes  of  very  intense  nature.  The  children  are 
atrophic  and  backward  in  growth.  They  also  present  a  hyper- 
sensitiveness  of  the  mucous  membranes,  and  suffer  from  very 
obstinate  intestinal  and  bronchial  catarrhs,  etc.,  which  resist  all 
remedies  and  often  end  fatally.  Syphilis  undoubtedly  also  fur- 
nishes a  disposition  to  rachitis,  cretinism,  and  idiocy.  Children 
who  are  or  have  been  syphilitic  sometimes  die  very  suddenly, 
and  lack  power  of  resistance  to  diseases,  even  to  such  which  af- 
fect other  children  but  little.  Hence  the  high  mortality  among 
them.  This  is  especially  the  case  in  syphilitic  children  who  were 
delicate  and  atrophic  from  birth  and  are  fed  by  artificial  means. 
Still,  no  case  of  infantile  syphilis  should  be  given  up,  in  view 
of  the  fact  that  even  here  wonderful  results  are  often  obtained 
by  energetic  treatment,  roborants,  careful  attention  to  the 
skin,  etc. 

Intermittent  Fever  (Malaria)  occurs  quite  often  in  chil- 
dren and  not  infrequently  even  in  infants.  Cases  are  on  record 
where  mothers  suffering  from  intermittent  fever  during  preg- 
nancy have  given  birth  to  children  with  splenic  enlargement 
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who  passed  through  further  typical  attacks.  The  symptoma- 
tology in  older  children  is  identical  with  that  in  adults,  but 
usually  deviates  in  children  under  2  years  of  age.  As  a  rule, 
gastro-intestinal  disturbances  appear  for  a  shorter  or  longer 
period  before  the  onset  of  the  typical  attacks.  The  quotidian 
type  predominates  in  the  majority  of  cases.  The  chilly  stage 
is  often  absent.  Sometimes  the  hands  and  feet  are  cool  and 
slightly  cyanotic,  and  the  child  appears  in  collapse.  This  stage 
is  usually  of  short  duration,  but  las.ts  also  an  hour  or  longer;  so 
that  upon  first  observation  the  condition  seems  quite  alarming. 
On  the  other  hand,  the  chill  may  be  replaced  by  nervous  symp- 
toms (restlessness,  dizziness,  etc.),  or  a  true  convulsive  attack. 
At  times  the  initial  attack  resembles  eclampsia  in  every  way  and 
only  the  later  paroxysms  reveal  the  exact  condition.  In  the 
second  stage,  which  lasts  from  two  to  four  hours,  but  may  be 
shorter, — e.g.,  one-half  hour, — the  temperature  rises  often  quite 
high,  the  pulse  is  accelerated,  and  the  patient  appears  flushed, 
turgescent,  restless,  and  cries.  Convulsions  sometimes  occur 
at  this  time.  The  sweating  stage  is,  as  a  rule,  not  well  marked. 
Sweating  is  slight  or  absent.  Some  children  are  entirely  well 
between  the  attacks;  others  remain  restless,  have  little  appe- 
tite, bad  digestion,  etc.  Children  also  suffer  from  atypical  and 
latent  forms.  Thus,  nervous  (fainting  spells,  delirium,  spasms, 
neuralgias),  respiratory  (attacks  of  pseudocroup,  pneumonia, 
etc.),  gastro-intestinal  (diarrhea,  vomiting),  or  other  phenomena 
{e.g.,  urticaria)  may  appear  at  regular  intervals,  partly  with  and 
partly  without  fever.  Such  attacks  lead  to  grave  diagnostic 
errors.  They  can,  however,  easily  be  recognized  by  examination 
for  splenic  enlargement  and  the  plasmodium  malarias  and  by 
the  administration  of  quinin.  The  physician  is  often  prone  to 
think  rather  of  pyemia,  tuberculous  meningitis,  etc.  Even  in 
daily  (not  sufficiently  pronounced)  typical  attacks — wdth  ab- 
sence of  chill  and  sweat — one  is  apt  to  think  rather  of  remittent 
fever.  Intermittent  fever  is  also  quite  frequently  mistaken  for 
chronic  pneumonia,  which  is  so  often  associated  with  a  remit- 
tent or  intermittent  fever.  The  intermittent  fever  accompany- 
ing acute  pneumonia,  however,  is  not  always  malarial  in  nature, 
although  it  is  more  frequently  the  case  in  "wandering"  pneu- 
monia. 
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The  PROGNOSIS  of  intermittent  fever  in  young  children  is 
not  very  favorable.  The  older  the  child,  the  more  favorable  the 
prognosis,  provided  the  diagnosis  is  made  in  time  and  treat- 
ment instituted  early.  In  children,  especially  with  long  persist- 
ence of  the  disease,  intermittent  fever  very  rapidly  (at  times 
after  one  to  two  weeks)  gives  rise  to  great  debility,  anemia,  and 
cachexia.  To  arrest  the  attacks  quinin  is  the  best  remedy  also 
in  children.  It  is  best  to  follow  the  method  of  Henoch,  who 
recommends  the  administration  of  quinin  a  few  hours  before 
the  expected  attacks,  beginning  first  with  large  doses  (quinin 
muriate,  0.3  to  0.5  [gr.  v-viij]  in  ^/g  wineglassful  of  sweetened 
lemonade)  and  continuing  with  small  doses  for  some  time  after 
subsidence  of  the  attacks. 

Some  children  cannot  and  will  not  take  quinin  even  in  this 
form.  In  such  cases  quinin  must  be  administered  per  anum, 
or,  still  better,  euquinin — which  is  tasteless,  easily  tolerated, 
and  as  prompt  in  its  effects  as  ordinary  quinin — should  be  or- 
dered. In  more  or  less  irregular  attacks  or  atypical  forms 
quinin  is  exhibited  two  or  three  times  a  day.  If  quinin  proves 
ineffectual,  as  is  very  rarely  the  case,  methylene  blue  (0.005 
[gr.  Yio]  per  year  three  or  four  times  daily),  or  tincture  of 
eucalyptus  globulus  (3  to  10  drops  several  times  a  day)  may  be 
tried,  and  sometimes  with  good  results.  In  chronic  cases  and 
in  malarial  cachexia  arsenic  (Fowler's  solution)  is  best.  [Chil- 
dren tolerate  relatively  much  larger  doses  of  quinin  than 
adults.  An  infant  of  2  years  with  a  severe  attack  requires  about 
15  to  30  grains  (1.0  to  2.0)  a  day.  If  there  is  very  marked  gas- 
tric irritability,  it  is  sometimes  of  advantage  to  resort  to  hypo- 
dermic administration  of  quinin.  For  this  purpose  bimuriate 
of  quinin  and  urea,  the  hydrochlorosulphate,  the  hydrobro- 
mate,  or  the  bisulphate  may  be  used.  Ugly  sloughing  is,  how- 
ever, apt  to  follow  at  the  site  of  the  injection.  This  method  of 
treatment  should  therefore  be  employed  as  a  last  resort  and 
repeated  as  rarely  as  possible.  If  quinin  is  to  be  used  by 
rectum,  it  is  best  to  dissolve  the  bisulphate  in  the  white  of  an 
egg  and  to  add  a  little  common  salt ;  in  this  manner  the  quinin 
is  more  quickly  absorbed  and  less  apt  to  irritate  the  rectum.  In 
chronic  cases  iron  (hemogallol)  and  arsenic  are  useful  additions 
to  the  quinin.  Mosquito  netting  is  the  best  prophylactic  meas- 
ure.— Sheffield.] 
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Rheumatism. — Acute  Articular  Rheumatism  [probably 
due  to  a  micro-organism]  is  not  a  rare  disease  of  childhood.  It 
affects  particularly  children  from  9  to  13  years  of  age.  It  is 
also  observed  in  younger  children  and  even  in  infants.  It  is 
often  unrecognized  in  the  latter,  in  whom  it  frequently  begins 
with  cerebral  symptoms  (convulsions,  vomiting,  etc.),  and  pur- 
sues a  rather  atypical  course.  The  symptoms  of  rheumatism  in 
children  are  generally  identical  with  those  observed  in  adults, 
except  that  the  course,  on  the  whole,  is  somewhat  milder  than 
in  the  latter,  not  only  in  regard  to  the  fever  and  general  symp- 
toms, but  also  in  regard  to  the  local  symptoms,  which  are  not 
very  pronounced.  The  duration  of  the  disease  is  usually  brief, 
provided  the  inflammation  does  not  "jump^'  from  one  joint  to 
another  (it  sometimes  returns  to  the  diseased  joint)  and  the 
course  does  not  become  chronic  in  consequence  of  these  re- 
lapses. The  latter  are  usually  milder  than  the  first  attack.  The 
tendency  to  recurrences  is  as  great  in  children  as  in  adults. 
Some  children  have  such  attacks  for  several  years  in  succession. 
These  attacks  are  sometimes  complicated  by  recurrent  attacks  of 
chorea  (which  prevailed  during  the  previous  rheumatic  attack) 
and  severe  cardiac  symptoms  as  a  result  of  an  old  valvular 
lesion.  Endocarditis  and  pericarditis  are  especially  frequent 
complications  of  even  mild  attacks  of  rheumatism.  It  is  well, 
therefore,  always  to  be  prepared  to  find  something  in  the  heart 
and  to  carefully  look  for  it,  particularly  since  endocarditis 
is  prone  to  give  rise  to  but  slightly  marked  symptoms  and  to 
even  remain  latent.  Pleuritis  and  pneumonia  are  more  rare 
than  the  complications  spoken  of,  and  peritonitis  is  still  rarer. 
Children  sometimes  complain  of  abdominal  pain  in  the  course 
of  rheumatism,  and  the  abdomen  is  not  infrequently  sensitive. 
These  phenomena,  however,  do  not  always  indicate  the  existence 
of  peritonitis.  Eheumatism  is  sometimes  followed  or  preceded 
by  an  attack  of  angina. 

The  prognosis  of  acute  articular  rheumatism  in  children  is 
quite  favorable,  and  is  rendered  unfavorable  only  by  involve- 
ment of  the  heart  and  the  tendency  to  recurrences. 

Chroxic  Eheumatism  is  not  frequent  in  children.  The 
exquisite  forms — notably,  such  as  arthritis  deformans — are  only 
exceptionally  observed. 
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There  is,  however,  a  special  form  of  chronic  rheumatism, 
namely,  rheumatism  nodosus,  which  is  specific  of  childhood,  al- 
though not  very  frequent.  It  is  manifested  by  the  appearance, 
in  conjunction  with  ordinary  rheumatism,  of  a  few  nodules, 
which  are  at  first  soft  and  subsequently  gradually  become  as 
large  as  a  pigeon^s  Qgg^  round,  more  painful,  and  hard  (some- 
times as  firm  as  bone).  After  some  time  they  flatten  until  they 
gradually  disappear.  These  nodules,  which  usually  appear 
in  the  neighborhood  of  the  Joints  (often  symmetrically),  are 
inflammatory  products,  connective-tissue  new  formations  in 
aponeuroses  and  tendons  (more  rarely  in  periosteum  and  peri- 
chondrium), closely  related  to  the  rheumatism.  They  subse- 
quently undergo  regressive  (fatty)  metamorphosis  and  absorp- 
tion. On  the  other  hand,  they  ma}^  undergo  calcareous  degen- 
eration and  acquire  a  bony  consistency. 

Such  rheumatic  fibromas  and  osteomas  are  different  from 
that  form  of  ossification  of  muscles,  tendons,  etc.,  which  is 
known  as  "  myositis  ossificans. '' 

Eheumatism  of  children  may  also  affect  the  muscles,  par- 
ticularly those  of  the  throat  and  neck — many  cases  of  caput 
olstipum  are  of  rheumatic  origin — and  other  groups.  This 
m.uscular  rheumatism  occurs  even  in  very  small  children,  who 
suddenly  cease  to  use  the  limb  and  perceive  pain  on  motion  or 
on  pressure  and  often  present  slight  edema.  It  may  easily  be 
mistaken  for  other  diseases  (coxitis!).  Muscular  rheumatism 
also  may  "  jump ''  from  one  group  of  muscles  to  the  other,  and 
be  complicated  by  chorea. 

The  symptoms  of  muscular  rheumatism  usually  rapidly  dis- 
appear on  rest  in  bed,  enveloping  the  parts  in  cotton,  and  the 
internal  administration  of  salicylates  or  potassium  iodid. 

Sometimes  thickening  of  the  bones  occurs,  due  to  rheuma- 
tism, of  the  periosteum.  The  latter  becomes  quite  sensitive; 
so  that  a  beginning  osteomyelitis  may  be  suspected.  Eapid  sub- 
sidence of  the  symptoms  usually  occurs,  however,  on  administra- 
tion of  potassium  iodid. 

The  treatment  of  the  other  forms  of  rheumatism  corre- 
sponds with  that  occurring  in  adults.  [Eest  in  bed  and  milk 
diet;  flannel  underwear  during  the  entire  year.  Salicylate  of 
soda,  salophen,  sodium  benzoate,  or  aspirin  in  moderate  and 


CONTAGIOUS  AND  INFECTIOUS  GENERAL  DISEASES.     253 


frequently  repeated  doses  until  the  attack  is  arrested.  Exter- 
nally, an  ointment  of  ichthyol  (5  per  cent.)  and  iodin,  or  the 
recently  introduced  mesotan  (methyloxymethylester  of  salicylic 
acid)  is  very  useful.  Attention  to  the  heart.  Subacute  and 
chronic  cases  are  best  remedied  by  salicylates  and  iodids  in 
conjunction  with  hot  baths  and  massage,  hematinics  (hemogal- 
lol),  and  tonics,  especially  codliver-oil. — Sheffield.] 


XL 
Diseases  of  the  Respiratory  System* 


Respiration,  Auscultation,  Percussion,  etc.  (see  pages  22, 
24,  and  25). 

Bronchitis  and  Broncho-pneumonia. — Bronchitis  is  an  ex- 
ceptionally common  affection  of  childhood,  especially  during 
first  dentition.  The  reason  for  this  is  probably  the  frequency 
of  rachitis  at  this  time,  which  surely  predisposes  to  bronchitis. 
Furthermore  teething  is  not  rarely  a  cause  of  bronchitis.  Very 
young  infants  up  to  a  few  months  old  are  frequently  affected  by 
a  peculiar  kind  of  bronchitis,  probably  due  to  "  catching  cold  " 
soon  after  birth,  either  as  a  result  of  being  taken  outdoors  too 
soon  or  of  cold  bathing  and  the  like.  It  is  manifested  by  a  fre- 
quent ^^moaning"  cough,  more  or  less  loud,  rattling,  dry  stertor 
("choked  up"),  "rattling  on  the  chest"  which  usually  diminishes 
or  disappears  entirely  on  coughing.  The  large  vesicular  rales 
and  snoring,  audible  especially  between  the  scapulae,  clear  up 
almost  entirely  in  like  manner  and  give  way  to  simple,  rough 
breathing.  Although  the  catarrh  remains  very  obstinate,  often 
continues  for  months,  and  often  comes  and  goes  with  the  erup- 
tion of  every  group  of  teeth,  there  is,  nevertheless,  complete, 
euphoria,  good  appetite,  etc. 

In  the  treatment  of  the  condition  protection  against  new 
colds  and  eventually  small  doses  of  stibium  sulphuratum  auran- 
tiacum  are  sufficient.  Henoch  lauds  repeated  mild  vesication 
over  the  manubrium  sterni.  Here,  however,  as  well  as  in  every 
bronchitis  of  little  children,  the  physician  must  watch  for  the  de- 
velopment of  broncho-pneumonia,  for  at  this  age  there  is  a  very 
great  tendency  of  the  bronchitis  to  spread  rapidly  into  the 
smallest  bronchi  (capillary  hroncJiitis )  and  from  there  into  the 
lung-tissue.  Therefore  every  bronchitis  in  small  children  is  to 
be  watched  carefully.  Furthermore  the  patients  are  not  to  be 
taken  outdoors  in  bad  weather. 
(254) 
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Cough  is  the  most  important  symptom  of  bronchitis.  As  a 
rule,  it  is  frequent,  short,  dry,  and  increased  or  produced  by 
crying.  Children  who  cry  for  some  time  without  coughing  are 
surely  free  from  bronchitis  (Henoch).  In  severe  cases  the 
cough  may  resemble  that  of  pertussis  (children  almost  never 
expectorate!).  Next  in  importance  is  increased  frequency  of 
respiration.  The  deeper  the  extension  of  the  inflammation  into 
the  bronchioles,  the  more  rapid  the  respiration.  Forty  to  fifty 
respirations  in  young  children  are  insignificant,  and  indicate  an 
ordinary  affection  of  the  large  and  middle  bronchi.  It  is  only 
when  the  respirations  reach  60  to  80  or  more  per  minute  that 
participation  of  the  finer  branches  is  evident.  The  more  rapid 
the  respirations,  the  shorter  and  more  superficial  they  become. 
The  auxiliary  respiratory  muscles  become  active,  inspiratory 
retraction  becomes  visible,  and  every  expiration  is  accompanied 
by  moaning — all  symptoms  of  severe  disease. 

Aside  from  the  sounds  which  are  often  heard  from  a  dis- 
tance, auscultation  almost  always  reveals  irregularly  distrib- 
uted whistling,  wheezing,  or  moist  rales.  The  latter  sometimes 
are  entirely  absent  or  nearly  so,  notwithstanding  the  severe 
dyspnea  and  harsh,  accentuated  respiratory  sounds.  Sibilant 
rhonchi  are  heard,  instead,  all  over  the  chest  even  until  death. 
It  is,  of  course,  less  a  question  of  the  extent  than  of  the  char- 
acter of  the  sounds — e.g.,  bronchitis  with  diffuse  sonorous  rales 
over  the  whole  thorax  may  be  harmless,  because  the  smaller 
bronchi  are  free,  while  small  or  even  large  vesicular  rales  of 
comparatively  limited  distribution  may  prove  serious  in  nature. 
Percussion  is  at  first  negative.  The  fever  oscillates  and  is  not 
characteristic  in  bronchitis.  It  may  be  remittent  or  irregular. 
A  sudden  rise  in  temperature  after  a  pause  indicates  extension 
of  the  inflammation  to  other  parts.  In  small  and  especially  in 
delicate  children  the  temperature  is  rarely  high,  and  may  be 
absent  for  days;  it  may  even  be  subnormal.  The  frequency  of 
the  pulse  (120  to  180)  is  less  important  than  its  quality,  which 
is  normal  in  mild  cases.  In  severe  cases  there  is,  of  course,  also 
an  alteration  in  the  general  condition,  appetite,  etc.  Nurslings 
are  often  prevented  from  suckling  by  the  dyspnea. 

The  symptoms  thus  far  enumerated  refer  to  bronchitis. 
The  possible  simultaneous  presence  of  broncho-pneumonia  is 
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often  not  apparent  from  the  clinical  picture,  for  the  reason  that 
the  transition  from  the  finest  bronchioles  to  the  pulmonary 
alveoli  is  very  gradual,  and  very  small  broncho-pneumonic  foci 
may  develop,  especially  in  the  lower  lobes,  and  not  be  detected 
by  physical  examination.  Its  presence  must,  however,  be  sur- 
mised in  every  ease  of  severe  bronchitis  of  little  children.  The 
active  processes  may  cease  then  and  there  and  gradual  recovery 
set  in.  On  the  other  hand,  the  small  broncho-pneumonic  foci 
may  gradually  multiply,  become  larger  and  more  confluent,  and 
coalesce  in  extensive  masses,  under  which  circumstances  a  diag- 
nosis of  broncho-pneumonia  is  readily  made  by  the  physical  signs. 
The  lesions  usually  extend  upward  in  wedge-shaped  form,  from 
the  bases  of  both  lower  lobes,  but  they  are  often  enough  found 
in  the  upper  lobes,  and,  finally,  whole  lobes  or,  indeed,  the  whole 
organ,  may  become  involved  in  this  manner. 

Physical  signs  of  hroncho-pneumonia :  Dullness  on  percus- 
sion; bronchial  breathing;  small,  vesicular,  crepitant  rales;  and 
bronchophony.  The  two  latter  signs  may  exist  without  dullness 
on  percussion.  Indeed,  the  percussion  sounds  may  be  normal 
or  tympanitic,  in  that  there  is  always  enough  of  air-containing 
parenchyma  left  intact  at  the  periphery  of  the  lungs  (but 
not  sufiicient  to  interfere  with  the  auscultatory  signs).  Light 
percussion  is  therefore  to  be  practiced,  or  the  existing  slight 
dullness  is  apt  to  be  obscured  by  the  predominating  sound  of 
the  air-containing  layers!  The  physical  signs  are  usually  de- 
tected first  on  both  sides  of  the  spinal  column  from  the  base  of 
the  lungs  up  to  the  spine  of  the  scapulae,  and  not  infrequently, 
also,  over  the  apices  of  the  lung  in  the  lingula  of  the  upper  lobe. 
Henoch  was  frequently  able  to  hear  fine,  sonorous  rales  more 
distinctly  over  the  cardiac  region  than  elsewhere.  The  deeper 
the  extension  of  the  inflammation  into  the  bronchioles,  the  more 
disturbed  is  the  breathing  and  the  oxidation  of  the  blood.  As  a 
result  of  this  the  respirations,  which  are  superficial  and  some- 
times irregular,  gradually  become  more  and  more  frequent. 
Intense  stasis  develops  gradually  and  leads  to  cyanosis  and 
edema.  The  heart's  action  grows  weaker,  the  pulse  smaller,  and 
the  temperature  falls.  The  power  to  cough  diminishes,  and 
cough  ceases  notwithstanding  the  continuance  of  the  diffuse, 
crepitant  rales — always  a  bad  omen!    Somnolence  sets  in  and 
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leads  to  death.  Very  quick  lethal  course  is  very  rare  I  Even  in 
diffuse  bronchitis  and  broncho-pneumonia  recovery  is  possible. 
In  mild  cases  recovery  takes  place  after  two  to  four  weeks.  It 
begins  with  decrease  in  frequency  and  increase  in  depth  of  the 
respiration.  In  cases  running  a  tedious  course  and  in  those  of 
medium  severity  there  is  often  a  tendency  for  the  disease  to  be- 
come subacute  or  chronic  and  to  end  fatally  even  after  an  afe- 
brile pause  with  apparent  euphoria.  Persistence  of  increased 
respiration  and  fine  crepitant  rales  during  such  pauses,  espe- 
cially it  associated  with  emaciation,  are  always  suspicious ! 

In  the  etiology  of  bronchitis,  "catching  cold"  and  infec- 
tious diseases  play  a  very  important  role,  particularly  measles, 
influenza  [chicken-pox],  pertussis,  less  often  t3^hoid  fever, 
diphtheria,  occasionally  scarlatina  and  small-pox,  and  severe 
exhausting  disease,  such  as  rachitis,  scrofula,  atrophy,  intestinal 
diseases,  meningitis,  noma,  etc.  Bronchitis  is  also  caused  by 
spreading  of  an  inflammation  from  other  parts  (nose,  larynx); 
by  foreign  bodies,  particularly  swallowing  of  food  while  the 
patient  is  in  a  soporous  condition  (aspiration  pneumonia).  In 
some  children — e.g.,  the  rachitic  and  scrofulous — there  exists  a 
marked  predisposition  to  bronchitis;  so  that  the  disease  occurs 
several  times  a  year. 

Treatment.  —  In  mild  catarrh,  mere  rest  in  the  [thor- 
oughly ventilated]  room,  and  for  the  dry  and  tenacious  cough 
demulcent  remedies,  such  as  "pectoral  tea,'^  radix  ipecacuanhne, 
radix  senegaj;  radix  altheae;  stibium  sulphuratum  aurantiacum, 
apomorphin,  pertussin,  or  liquor  ammonii  anisatus.  The  latter 
may  be  added  to  the  first-named  remedies,  and  if  the  cough  is 
irritable  it  may  also  be  combined  with  tinctura  opii  benzoatis  or 
aqua  laurocerasi.  With  the  beginning  of  higher  temperature  a 
few  powders  of  calomel  are  given, — if  necessary,  in  combina- 
tion with  ipecac  or  pulvis  Doveri, — and  hydropathic  applica- 
tions are  resorted  to  every  half  hour;  later,  when  the  fever  has 
subsided,  the  applications  are  used  only  every  two  to  three 
hours  to  stimulate  expectoration  and  respiration.  In  intense 
attacks  of  strong  children  bleeding  also  is  to  be  practiced.  In 
cases  with  a  protracted  course  and  loss  of  strength,  wines,  benzoic 
acid  [thiocol],  camphor,  liquor  ammonii  anisatus,  etc.,  in  large 
doses,  and  lukewarm  baths  with  cold  showers,  are  indicated.    In 
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chronic  and  recurrent  bronchitis  and  broncho-pnenmonia,  so- 
journ in  the  mountains  or  at  the  seashore. 

[It  is  customary  to  distinguish  two  varieties  of  catarrhal 
pneumonia  in  infants,  viz. :  primary  and  secondary.  The  pri- 
mary form  is  due  to  pneumococcic  infection  and  may  terminate 
either  by  crisis  or  lysis.  Secondary  broncho-pneumonia  is 
caused  by  a  mixed  infection,  follows  or  complicates  various 
acute  or  chronic  diseases, — such  as  influenza,  measles,  pertussis, 
chronic  bronchitis,  rachitis,  etc., — and  ends,  as  a  rule,  by  lysis. 
The  pathology  of  this  disease  is  practically  the  same  i-n  both 
varieties,  consisting  in  an  irregular  consolidation  of  the  pul- 
monary lobules ;  an  exudation  into  and  thickening  of  the  alveoli 
and  bronchi;  an  excess  of  fibrin  in  the  blood,  with  consecutive 
thrombosis  within  the  blood-vessels;  and  a  more  or  less  severe 
localized  inflammation  of  the  pleura. 

Death  is  due  chiefly  to  exhaustion  of  the  heart  resulting 
from  both  obstruction  to  the  pulmonary  circulation — the  over- 
distended  right  heart  becoming  unable  to  propel  its  contents — 
and  septic  poisoning.  Eelapses  are  not  infrequent  in  the  sec- 
ondary variety,  and  when  they  do  occur  they  are  apt  to  give  rise 
to  pleurisy  and  empyema  or  even  furnish  a  nidus  for  the  de- 
velopment of  tuberculosis.  However,  notwithstanding  the  long 
duration  (ten  days  to  six  weeks)  and  severity  of  catarrhal  pneu- 
monia, the  great  majority  of  infants  recover  under  an  active 
method  of  treatment,  if  instituted  early — the  earlier,  the  better. 

The  expectant  plan  of  treatment,  so  highly  lauded  by  some 
physicians  in  the  management  of  lobar  pneumonia  in  the  adult, 
is  certainly  futile  in  that  of  the  infant,  as  catarrhal  pneumonia 
is  not  self-limited,  and  the  delay  in  treating  it  is  apt  to  be  at- 
tended by  a  continuous  and  rapid  extension  of  the  inflamma- 
tion; and  hence  the  terrible  mortality  (about  60  per  cent.,  ac- 
cording to  Dr.  J.  Carmichael).  It  is  true,  indeed,  that  we  have 
as  yet  no  specific  to  combat  this  disease;  Nature  has,  however, 
indicated  a  method  of  treatment  which,  if  judiciously  followed, 
enables  us  either  to  abbreviate  the  course  of  the  attack  or  ren- 
der it  surmountable  even  by  a  most  delicate  constitution.  We 
are  referring  to  N'ature's  method  of  terminating  pneumonia 
by  the  characteristic  "critical  sweat.^^  It  is  well  known  that 
arrest  of  perspiration  in  the  beginning,  due  to  contraction  and 
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inactivity  of  the  cutaneous  vessels,  and  engorgement  of  the  pul- 
monary circulation  and  profuse  sweating  at  the  end  of  the 
attack  are  pathognomonic  signs  of  pneumonia,  and  that,  the 
sooner  the  external  and  internal  circulations  are  equalized,  the 
quicker  resolution  sets  in.  We  are  evidently  confronted  with 
the  correction  of  a  faulty,  circulatory  rather  than  a  respiratory 
system,  regardless  of  where  the  actual  pathological  lesion  may 
be  situated.  Dr.  W.  X.  McArtney  well  says :  ''The  pneumonia  pa- 
tient certainly  does  not  die  of  pulmonary  or  respiratory  failure. 
Pleurisy  gives  us  no  such  mortality,  nor  does  it  cause  death  by 
respiratory  exhaustion  even  though  one  lung  is  compressed  by 
fluid  effusion  into  a  small  space  the  size  of  a  hand.  Empyema 
does  not  kill  in  five  days,  tliough  the  fever  may  be  high  and  the 
entire  lung  rendered  useless,  with  septic  intoxication  added. 
.  .  .  Phthisical  patients  do  not  die  of  respiratory  failure, 
though  the  lungs  may  be  extensively  disorganized." 

When  called  upon  to  attend  a  case  of  broncho-pneumonia 
a  moderate  dose  of  both  spiritus  getheris  nitrosi  and  liquor  am- 
monii  acetatis  should  immediately  be  prescribed,  to  be  repeated 
every  two  to  four  hours,  and  the  application  of  a  poultice  con- 
sisting of  the  following  ingredients  ordered :  5  parts  each  of 
flaxseed-meal  and  camphorated  oil,  1  to  2  parts  of  mustard,  and 
a  sufficient  quantity  of  boiling  ^vater  to  make  a  thick  paste  by 
thorough  stirring.  This  mass  is  spread  on  thin  gauze  or  paper 
(two  layers)  and  applied  snugly  to  the  chest  and  back.  The 
child  is  then  wrapped  in  an  oiled-silk  jacket,  lined  with  ab- 
sorbent cotton,  and  in  a  blanket,  which,  with  the  hyperpyrexia 
of  the  body,  maintains  the  heat  of  the  poultices;  so  that  it 
requires  renewal  but  three  or  four  times  in  twenty-four  hours. 
This  poultice  has  special  advantages  over  any  other  in  use.  As 
just  mentioned,  it  requires  but  occasional  changing,  thus  saving 
time  and  labor  and  avoiding  unnecessary  exposure  of  and  an- 
noyance to  the  patient.  The  mustard  and  camphor  act  as  mild 
counterirritants,  and  after  some  time  bring  the  blood  to  the 
surface,  thus  relieving  the  pulmonary  engorgement.  Further- 
more, the  skin  over  the  chest  and  back  does  not  become  "soggy 
and  sodden,"  or  "waterlogged,"  from  the  use  of  this  poultice  as 
is  apt  to  occur  from  prolonged  application  of  ordinary  flaxseed 
poultices. 
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The  excellent  effects  obtained  from  the  mode  of  treatment 
just  given  are  usually  apparent  within  a  few  hours;  in  fact, 
they  are  at  times  marvelous.  The  suffering  child  who  but  a 
short  time  before  had  been  on  the  verge  of  collapse — moaning, 
tossing,  and  twitching  from  pain  and  distress,  gasping  and 
panting  for  a  free  breath  of  air— now  lies  peacefully  and  enjoys 
calm  repose  or  healthful  sleep,  prepared  to  fight  a  victorious 
battle  for  a  new  life,  inspiring  courage  and  hope  to  the  anxious 
attendant  or  parent. 

Free  perspiration  having  been  established  by  means  of  the 
poultices  and  enhanced  by  the  diaphoretics,  the  system  having 
thus  been  relieved  of  a  considerable  quantity  of  toxins,  the  at- 
tack is  practically  checked.  Many  cases  will  be  found  to  recover 
very  rapidly  after  the  induction  of  free  perspiration,  while 
others  may  linger  around  for  weeks  with  occasional  exacerba- 
tions of  the  disease,  but  generally  come  out  well  at  the  end. 

Apropos  of  expectorants,  occasionally  a  great  deal  of  ab- 
surd criticism  is  heard  as  to  the  use  of  expectorants.  When  a 
little  baby  is  tormented  by  an  incessant,  dry^  hacking  cough  and 
a  train  of  nervous  phenomena  which  are  associated  with  it, 
which  tax  the  skill  and  patience  of  the  faithful  attendant,  small 
and  frequently  repeated  doses  of  wine  of  ipecacuanha  or  syrup 
of  senega  or  scilla  will  often  give  considerable  relief,  allay  the 
nervous  irritability,  and  permit  the  patient  to  refresh  upon  a 
brief  period  of  rest  or  sleep,  which  is  invaluable  in  this  disease. 
Then  why  not  use  expectorants  ?  Moreover,  by  enhancing  ex- 
pectoration the  lungs  rid  themselves  of  a  considerable  quantity 
of  effete  material  which  more  or  less  obstructs  respiration  and 
produces  auto-infection  by  being  absorbed  into  the  system.  The 
tent  made  of  bedsheets  hung  around  the  bed  and  moistened  with 
tricresol,  creosote,  oil  of  eucalyptus,  and  the  like,  is  highly  to 
be  recommended  for  the  purpose  of  promoting  expectoration, 
especially  as-  these  remedies  when  inhaled  act  also  as  antiseptics 
on  the  pulmonary  tissues. 

Stimulation  is  of  very  vital  importance  in  every  case  of 
pneumonia  in  children,  and  ought  to  be  effected  from  the  earli- 
est inception  of  the  attack.  As  mentioned  before,  liquor  ace- 
tate of  ammonia  is  begun  with,  and  strychnin  sulphate  in  grad- 
ually increased  doses  is  added.    The  latter  preparation  is  pref- 
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erable  to  any  other  stimulant,  as  it  acts  both  on  the  cardiac 
ganglia  and  cardiac  and  respiratory  centers,  but  occasionally 
digitalis  and  nitroglycerin,  according  to  indications,  must  be 
resorted  to.  Whisky  is  useful  only  either  in  the  very  beginning 
or  end  of  the  disease,  or  may  be  given  with  milk  or  eggs  more 
as  a  food. 

As  to  the  question  of  feeding,  the  latter  two  foodstuffs  and 
beef-juice  form  about  the  most  suitable  diet;  children  refuse, 
as  a  rule,  any  kind  of  food,  and  it  is  often  most  remarkable  how 
they  withstand  a  very  tedious  and  trying  course  of  the  gravest 
affection  with  hardly  any  nourishment  at  all.  Like  fish,  they 
seem  to  thrive  on  water,  and  this  heavenly  beverage  should  ue 
given  to  them  ad  libiium. 

About  the  sixth  day  of  the  disease  the  administration  of 
sodium  iodid  or  iodipin  in  small  doses  is  begun  with,  and  if 
there  is  any  sign  of  pleurisy  with  effusion,  the  application  to  the 
affected  parts  of  the  following  ointment  directed:  gaultheria 
oil,  guaiacol,  and  ichthyol,  1  part  of  each;  and  iodin  ointment, 
4  parts.  This  combination  relieves  pain  and  promotes  the  ab- 
sorption of  the  fluid.  In  case  of  very  pronounced  nervous  irrita- 
bility, restlessness,  or  wakefulness,  sodium  bromid  with  small 
doses  of  phenacetin  is  of  value.  Occasionally  we  meet  with  chil- 
dren who  perspire  with  great  difficulty.  In  such  cases  it  is  best 
first  to  put  the  patient  in  a  hot*hip-bath  with  mustard,  and  then 
proceed  with  the  treatment  outlined  before.  Protracted  cases 
of  broncho-pneumonia  do  best  on  moderate  doses  of  creosote 
carbonate  (creosotal),  general  tonic  plan  of  treatment,  and 
change  of  air. — Sheffield.] 

Croupous  Pneumonia  (Fibrinous  [Lobar]  Pneumonia)  is  not 
rare  in  children.  It  occurs  at  any  age,  but  especially  between 
the  fourth  and  twelfth  years.  The  anatomical  and  clinical 
manifestations,  as  well  as  the  unilateral  involvement  of  the 
lungs,  the  predilection  for  the  lower  lobes,  etc.,  are  identical 
with  those  observed  in  the  adult,  except  in  the  so-called  "mixed 
forms"  (croupous  and  broncho-pneumonia),  which  present  a  few 
anatomical  and  clinical  peculiarities.  Thus,  Frankel-Weichsel- 
baum^s  cocci  are  often  found  in  broncho-pneumonic  foci;  both 
processes  sometimes  occur  synchronously  in  one  individual. 
The  clinical  picture  in  these  cases  is  sometimes  so  complex  as 
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to  render  the  determination  of  the  exact  condition  impossible 
during  life.  Clinically,  the  fever  curve  is,  perhaps,  the  most 
characteristic  symptom.  It  is  more  regular  in  croupous  pneu- 
monia than  in  broncho-pneumonia,  especially  if  the  latter  pur- 
sues a  protracted  course.  Not  every  croupous  pneumonia,  how- 
ever, ends  by  crisis.  It  sometimes  runs  a  subacute  and  pro- 
tracted course,  and  instead  of  beginning  suddenly  it  is  fre- 
quently preceded  by  a^  catarrhal  stage.  Usually,  however,  the 
onset  of  croupous  pneumonia  is  acute,  with  high  fever  and  some- 
times chills  (usually  absent  in  children  under  4  years  of  age), 
frequent  vomiting,  also  diarrhea,  and  occasionally  convulsions. 
In  the  first  few  days,  and  sometimes  also  later,  the  clinical  symp- 
toms are  not  rarely  of  such  a  nature  as  to  suggest  meningitis, 
typhoid,  or  scarlatina,  and  not  lobar  pneumonia.  Indeed,  there 
are  occasionally  no  respiratory  symptoms  at  all,  and  cough  is 
either  absent  or  very  slight  and  sometimes  remains  so  during  the 
whole  course  of  pneumonia.  Examination  of  the  thorax  may 
reveal  no  symptoms  or  only  diminution  of  vesicular  breathing 
upon  one  side;  or,  with  deep  inspiration,  slight  crepitation; 
absence  of  dyspnea,  and,  only  on  very  careful  observation,  a 
peculiarly  short  respiration  which  is  rapid  in  comparison  with 
the  pulse.  The  cerebral  and  gastro-intestinal  symptoms  (pneu- 
monia cerebralis,  typhosa)  predominate  throughout,  and  are 
sometimes  associated  also  with  angina,  erythema,  etc.,  simulat- 
ing scarlatina.  More  rarely  the  fever  is  intermittent  and 
arouses  the  suspicion  of  malaria.  It  is  not  until  abatement  of 
these  symptoms,  and  the  originally  centrally  located  focus  has 
extended  to  the  periphery  that  those  of  the  respiratory  system 
become  prominent  and  the  diagnosis  is  settled. 

Occasionally  there  is  also  uncertainty  as  to  the  diagnosis 
between  croupous  pneumonia  and  pleuritis.  Pectoral  fremitus 
is  almost  never  distinct  in  children  and,  as  a  rule,  is  detected 
only  if  the  child  cries  aloud.  Not  until  the  fourth  year  does  it 
become  sufficiently  distinct  to  be  of  value.  Rusty  sputum  is 
not  observed  in  children  under  8  years  of  age.  [The  latter  symp- 
tom is  occasionally  observed  in  very  young  children.  I  saw  it 
in  a  child  3  years  old. — Sheffield.]  Not  infrequently  a  cor- 
rect diagnosis  is  not  made  until  immediately  before  or  synchro- 
nously with  the  crisis.    Even  the  latter  is  not  always  character- 
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istic.  For  example,  it  may  progress  for  from  twenty-four  to 
forty-eight  hours;  or  fail  to  appear.  In  the  majority  of  cases 
the  crisis  occurs  between  the  sixth  and  eighth  days,  also  between 
the  ninth  and  tenth,  sometimes  on  the  fifth,  and  rarely  on  the 
third  day.  There  are  also  numerous  abortive  cases,  some  last- 
ing only  one  day  and  very  rarely  fulminant  cases  ending  in 
death  after  a  few  days  or  even  after  hours. 

Eelapses  are  very  rare.  Convalescence  is  sometimes  very 
protracted.  During  the  first  few  days  irregularity  of  the  pulse 
is  sometimes  noticed,  especially  on  sitting  up,  and  is  probably 
due  to  parenchymatous  change  in  the  heart-muscle  resulting 
from  infection.  Pneumonia  exceptionally  terminates  in  pyotho- 
rax,  gangrene,  or  chronic  pneumonia. 

The  PROGNOSIS  is  quite  favorable,  particularly  if  the  pa- 
tient is  otherwise  well  and  the  pneumonia  is  unilateral  and  free 
from  complications.  As  to  the  latter,  pleuritis  is  frequent;  as 
a  rule,  there  is  only  moderate  exudation,  but  it  may  be  copious 
or  purulent,  under  which  circumstances  the  prognosis  is  nat- 
urally worse.  Of  rarer  occurrence  are  suppurative  inflammation 
(pneumococcic  metastases)  of  the  bones  and  joints,  such  as 
ostitis,  osteomyelitis,  arthritis;  pericarditis,  peritonitis,  menin- 
gitis, and  nephritis.  The  majority  of  cases  of  croupous  pneu- 
monia get  well  without  special  treatment.  In  the  beginning  a 
few  calomel  powders  are  often  of  service.  In  high  temperature, 
cool  packs  every  half-hour  are  best,  and,  like  lukewarm  baths 
with  cool  showers,  act  very  favorably  upon  the  expectoration, 
brain  symptoms,  and  the  general  condition.  In  severe  brain 
symptoms  icebags  to  the  head  and  antipyrin  or  phen^cetin  by 
mouth  may  be  resorted  to  (also  with  Dover's  powder).  In  diffi- 
cult expectoration  the  different  expectorants  (see  "Bronchi- 
tis"), and  in  debility  and  collapse  alcoholics  and  analeptics, 
should  be  administered.  [Creosote  carbonate  (creosotal)  is 
highly  recommended  in  all  forms  of  pneumonia. — Sheffield.] 

Pleuritis  and  Empyema. — Pleuritis  (empyema)  is  by  no 
means  rare  in  children,  and  its  different  forms  are  now  and 
then  observed  even  in  children  under  1  year  of  age.  Pleurisy 
in  the  newborn  is  almost  always  pyemic  in  nature,  arising 
chiefly  from  an  inflammation  of  the  umbilicus.  Acute  pleuritis 
generally  produces  the  same  symptoms  in  children  as  in  adults. 
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Older  children  are  able  to  localize  the  pain  with  more  or  less 
precision,  if  there  is  any.  Pain  is  not  always  present.  Younger 
ones  complain,  as  a  rule,  of  pain  in  the  "  belly/'  but  on  physical 
examination,  particularly  palpation,  the  pain  is  found  to  ema- 
nate from  between  the  ribs,  and  a  diagnosis  is  then  easily 
arrived  at.  The  onset  of  pleuritis  is  not  rarely  misleading,  for 
in  children,  especially  little  ones,  nervous  disturbances — such 
as  headache,  vomiting,  somnolence,  delirium,  and  convulsions — 
usually  predominate,  while  the  pleuritic  symptoms  set  in  later. 
It  is  therefore  important  to  examine  the  thorax  in  every  febrile 
affection,  notwithstanding  the  absence  of  respiratory  disturb- 
ances and  even  if  the  apparent  brain  symptoms  are  attributed 
by  the  parents  to  "a  fall  upon  the  head''  (which  occurs,  of 
course,  quite  often  in  children). 

Sometimes,  again,  the  onset  of  pleurisy  is  subacute  or  very 
gradual.  Serious  respiratory  symptoms  are  absent  for  some 
time,  and  the  other  symptoms  are  attributed  to  ^^  teething,"  etc. ; 
so  that  the  child  is  not  seen  by  the  physician  until  marked 
emaciation,  with  increasing  cough  and  dyspnea,  is  established. 
This  accounts  for  the  frequency  of  "latent  pleuritw.'^  While 
it  is  true  that  latent  pleuritis  is  observed  in  children  more  often 
than  in  adults,  it  is  very  often  the  result  of  negligence  on  the 
part  of  parents,  or  carelessness  of  the  physician  who,  in  the 
presence  of  mild  symptoms,  either  fails  to  examine  the  thorax 
or  to  recognize  the  exact  condition.  Although  the  symptomatol- 
ogy of  pleuritis  in  children  deviates  but  little  from  that  in 
adults,  mistakes  are,  nevertheless,  more  apt  to  be  made  in  the 
former  than  in  the  latter.  Thus,  e.g.,  bronchial  breathing  is 
often  heard  in  pleuritis  of  children,  especially  in  fresh  cases, 
over  the  dull  area,  even  without  any  trace  of  pneumonia,  and 
disappears  gradually  only  with  increase  of  the  exudation  and 
lonsequent  diminution  and  finally  total  cessation  of  the  respira- 
tory sound.  Owing  to  the  comparatively  insignificant  diag- 
nostic value  of  vocal  fremitus  in  children  and  failure  of  ex- 
pectoration, it  is  often  difficult  to  determine  whether  it  is  pleu- 
ritis or  pneumonia.  Moreover,  with  simultaneous  presence  of 
bronchial  catarrh,  where  the  rales  often  assume  a  ringing  char- 
acter, owing  to  compression  of  the  lungs  by  the  exudate,  the 
suspicion  of  tuberculous  consolidation  or  cavity  formation  is 
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often  aroused,  especially  if  the  patient  is  very  much  run  down 
in  health,  and  suljject  to  febrile  attacks.  With  such  diagnostic 
difficulties  in  view,  a  great  deal  of  attention  must  necessarily 
be  paid  to  all  little  details.  For  example,  children  suffering 
from  pleuritis  lie,  like  adults,  on  the  affected  side,  and  even 
infants  not  rarely  refuse  to  nurse  from  the  breast  which  does 
not  accommodate  them  in  this  respect.  In  purulent  pleuritis 
bulging  of  the  thorax  is  sometimes  observed,  particularly  an- 
teriorly, at  the  first  and  second  intercostal  spaces,  near  the 
sternum. 

In  regard  to  the  etiology  of  pleuritis  in  children,  a  primary 
form  is  usually  spoken  of  (catching  cold?);  but  the  chief  role 
is  played  by  certain  fundamental  diseases — tuberculosis  and 
pneimionia  (chiefly  croupous,  but  also  catarrhal,  the  latter  being 
usually  bilateral).  Besides  there  is  a  secondary  form  of  pleuritis 
which  sometimes  follows  scarlet  fever  and  measles  and  compli- 
cates articular  rheumatism.  In  the  latter  event  it  is  almost 
always  associated  with  endocarditis  and  pericarditis.  The  lat- 
ter, like  peritonitis  (which  is  much  rarer),  is  also  otherwise  a 
much  more  frequent  complication  of  pleuritis  in  children  than 
in  adults,  partly,  perhaps,  as  a  result  of  spreading,  and  partly 
owing  to  bacterial  invasion,  as  is  the  case  with  abscesses  which 
not  infrequently  complicate  pleuritis.  On  the  other  hand, 
pleuritis  may  originate  from  an  extension  of  the  inflammation 
of  the  pericardium  and  peritoneum. 

Empyema  originates  occasionally  also  from  caries  of  the 
ribs  and  from  rupture  of  a  tuberculous  purulent  focus. 

Hemoeehagic  Pleueitis  is  not  at  all  rare  in  children,  and 
is  due  to  trauma,  hemorrhagic  diathesis,  miliary  tuberculosis, 
carcinoma,  or  sarcoma.  Lewine  saw  it  often  as  a  complication 
of  influenza. 

PuTEiD  Pleueitis  is  very  rare  in  children. 

The  terminations  of  pleuritis  in  children  are  practically 
the  same  as  in  adults.  The  peogxosis  is,  on  the  other  hand, 
generally  better  in  the  former  than  in  the  latter,  not  only  con- 
cerning pleuritis  serosa,  but  also  other  forms  (except  a  few 
special  forms — e.g.,  pleuritis  scarlatinosa).  Even  severe  puru- 
lent pleuritis  may  be  rendered  free  from  danger  by  a  reasonably 
early  treatment. 
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Tkeatment. — In  acute  plenritis  absolute  rest  in  bed  must 
be  insisted  on.  The  application  of  a  few  leeches  or,  in  weak 
children,  dry  cups,  does  well  in  the  beginning;  equally  so  hy- 
dropathic applications  (they  are  also  beneficial  later)  [strapping 
of  the  chest],  eventually  icebag  [or  hot  poultices],  and  finally 
a  few  calomel  powders,  preferably  with  digitalis  or  the  latter 
alone.  Sodium  salicylate  [aspirin]  is  sometimes  very  service- 
able. With  increase  of  exudation  there  must  be  a  corresponding 
increase  of  diuresis  [theocin  (gr.  ss-ij)]  digitalis  with  potassium 
acetate  or  diuretin  [extractum  tritici  repens  fluidi  (mii-x)]  is 
administered,  or  Wildunger  (from  3  to  4  wineglassfuls  daily). 
In  pleuritis  sicca,  Priessnitz  compress  is  very  useful,  as  is 
also  the  application  of  ichthyol  ointment  or  tincture  of  iodin. 
In  latent  pleuritis  attention  must  also  be  paid  to  strengthening 
food  and  stimulation.  Codliver-oil,  lipanin,  malt  preparations, 
the  newer  strengthening  remedies, — somatose  [f errosomatose] , 
nutrose,  puro,  etc.;  iron  and  quinin  (the  latter  possibly  in 
conjunction  with  potassium  acetate),  and  outdoor  life  (country, 
mountains,  and,  in  the  winter,  sojourn  in  the  South)  must  be 
resorted  to. 

Many  cases  of  simple  pleuritis,  even  of  several  months' 
standing,  will  recover  under  this  method  of  treatment  without 
an  operation.  The  latter  is,  however,  sometimes  indicated  in 
cases  in  which  the  exudation  increases  very  rapidly  and  leads  to 
threatening  dyspnea,  etc.  It  is  just  in  such  cases  that  immedi- 
ate aspiration  [under  aseptic  precautions]  is  urgently  de- 
manded, but  only  a  small  quantity  of  fluid  should  be  withdrawn 
at  a  time.  The  puncture-wound  is  to  be  protected  by  iodoform 
collodion  [or  rubber  adhesive  plaster].  One  puncture  is  some- 
times sufficient  to  effect  a  cure,  but,  as  a  rule,  several  are  neces- 
sary. Exploratory  puncture  is  sometimes  indicated,  and  is 
entirely  free  from  danger  under  aseptic  precautions.  It  is  often 
the  only  means  to  determine  the  nature  of  the  pleuritis,  espe- 
cially in  the  purulent  variety.  It  sometimes  happens  that  the 
aspirated  fluid  appears  clear  and  serous  in  the  beginning,  while 
the  pus  remains  lower  down  in  the  pleural  cavity;  another 
puncture  must  then  be  made  below  the  first  one,  after  chang- 
ing the  position  of  the  patient.  Indeed,  with  failure  to  detect 
pus  all  other  signs  are  unreliable.    Even  the  temperature  curve 
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cannot  be  relied  on,  although  it  is  well  to  bear  in  mind  that 
continued  high  temperature,  particularly  with  marked  emacia- 
tion and  exhaustion,  points  strongly  to  the  presence  of  pus. 
Still,  these  symptoms  may  occasionally*  accompany  serous  pleu- 
risy, while  purulent  pleuritis  may  run  a  slightly  febrile  or  an 
afebrile  course.  If  empyema  is  detected,  an  immediate  opera- 
tion is,  of  course,  imperative,  as  a  cure  is  hardly  ever  effected 
with  other  remedies  alone.  The  pus  may  by  inspissation  lead 
to  caseous  residues  and  prove  very  dangerous  later.  To  wait 
for  eventual  spontaneous  rupture  of  the  sac  is  too  dangerous,  as 
the  continued  hectic  fever  may  in  the  meantime  prove  fatal. 
Furthermore,  with  sudden  perforation  in  the  lungs  there  is 
danger  of  pyopneumothorax,  and  with  slow  perforation  ex- 
teriorly there  is  danger  of  a  fistula  forming  in  the  thoracic  wall, 
with  consecutive  protracted  reduction  of  strength.  Simple 
aspiration  sometimes  suffices  to  effect  a  cure,  and  may  at  any 
rate  be  tried  if  the  delay  is  not  fraught  with  danger;  also 
Bulau^s  aspiratory  drainage  is  sometimes  effective,  but  looked 
upon  with  disfavor  by  some  clinicians. 

Except  in  tuberculosis,  when  an  operation  is  performed 
only  in  threatening  suffocation,  etc.,  a  radical  operation,  tho- 
racotom}^  is  indicated  in  the  majority  of  cases  and  consists  of 
the  following  procedures :  A  free  and  deep  incision  is  made,  ac- 
cording to  Koenig,  along  the  axillary  line  between  the  fourth 
and  fifth  [sixth  and  seventh]  ribs,  to  permit  free  escape  of  the 
pus,  with  or  without  resection  of  a  rib.  This  is  followed  by 
introduction  of  a  drainage  tube  [iodoform  gauze]  or  silver  can- 
nula, and  by  an  antiseptic  dressing.  Irrigations  with  thymol,  1 
to  1000,  or  2-per-cent.  boric  acid  solution  are  usually  not  indi- 
cated, except  in  putrid  pleuritis.  Eesection  of  ribs  is  considered 
indispensable  by  some  clinicians,  while  others,  e.g.,  Henoch,  often 
saw  very  excellent  results  without  it — a  fact  which  is  important 
to  the  general  practitioner.  The  sequelae  of  resection,  except  occa- 
sional stubborn  fistulse,  which  are  usually  remedied  without  dan- 
ger by  removal  of  a  larger  section  of  the  thoracic  wall,  are  not 
very  much  apprehended  in  children,  for  the  damage  so  often 
done  by  this  operation  to  the  thorax  and  its  organs  in  the  adult 
is  usually  gradually  overcome  in  children.  Many  cases  of  re- 
generation of  several  ribs  are  on  record. 
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Asthma. — Bronchial  asthma  is  not  of  very  frequent  oc- 
currence. It  has  been  observed  in  children  only  a  few  months 
old.  It  may  appear  suddenly  as  an  acute  .and  chronic  catarrh 
of  the  air-passages.  Affections  of  the  nose  and  naso-pharynx, 
such  as  catarrh,  polypi,  and  the  like,  may  often  cause  an  attack 
which  resembles  the  ordinary  asthma  of  adults,  especially  in 
the  case  of  neurotic  children.  The  prognosis,  however,  is  better 
in  children,  and  the  affection  yields  more  readily  to  treatment 
than  is  the  case  with  adults. 

Treatment. — During  the  attack  strong  children  are  given 
an  emetic,  and  hot  poultices  are  applied  to  the  chest  and  warm 
moist  packs  to  the  whole  body.  As  inhalations  common  salt 
(3i-0j  of  boiling  water),  turpentine  (3i-0j  of  boiling  water),  or 
pyridin  (q.v.)  may  be  used.  Inhalations  often  give  much  relief. 
Internally  we  administer  tinctura  lobelias  or  extractum  grindeli^e 
robustse  (q.v.).  Potassium  iodid  is  most  effective,  especially  if 
combined  with  bromid  or  chloral  hydrate  (see  "Potassium 
lodid^^).  In  the  regularly  recurring  attacks  of  asthma,  quinin 
(0.1  to  0.3  [gr.  iss-v;  preferably  euquinin]  three  times  a  day) 
is  often  very  useful.  When  the  attacks  are  very  severe  morphin 
given  by  mouth  or  hypodermically  [or  dionin]  should  be  resorted 
to.  Attention  should  be  paid  to  all  etiological  factors  (removal 
of  nasal  polypi  or  adenoids).  Arsenic  and  hydropathic  measures 
are  often  very  useful.  Later,  residence  at  the  seashore  is  to  be 
recommended. 

Asthma  Dyspepticum  (Henoch)  must  be  distinguished 
from  the  form  of  asthma  already  noted.  This  disease  manifests 
itself  by  dyspnea  and  cyanosis,  very  weak  pulse,  and  cold  ex- 
tremities. It  develops  sometimes  in  dyspeptics  through  reflex 
action  from  the  nerves  of  the  stomach  and  absorption  of  toxic 
matter.  It  disappears  rapidly  after  elimination  (by  emetic) 
of  the  irritating  substances.  To  render  the  diagnosis  certain  it 
is  necessary  to  decide  that  the  nose,  throat,  lungs,  heart,  and 
urine  (in  order  to  exclude  asthma  uremicum)  are  normal. 

Asthma  Hystericum  must  also  be  thought  of.  The  latter 
is  characterized  by  hysterical  spasms  of  the  respiratory  tract, 
which  may  occur  at  night  with  palpitation  and  a  hyperesthesia 
of  the  precordial  region,  which  may  be  mistaken  for  heart  dis- 
ease.   Not  rarely  there  are  psychical  alterations,  convulsions,  etc. 
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[The  fumes  of  niter,  stramonmm,  and  compound  tincture  of 
benzoin  often  afford  relief.  For  the  prevention  of  night  attacks, 
small  doses  of  phenacetin  or  antipyrin  and  trional  are  preferable 
to  morphin.  Eesidence  in  a  high,  dry,  and  moderately  warm  re- 
gion is,  in  our   opinion,  preferable   to   the   seashore. — SnEF- 

FIELD.] 

Emphysema  Pulmonnm. — Acute  pulmonary  emphysema  is 
not  rare  in  children,  and  is  often  overlooked  during  life.  It  is 
more  frequently  observed  on  the  dissection  table,  notably  in 
children  who  die  from  a  disease  beginning  with  violent  cough- 
ing, such  as  pertussis  and  laryngeal  or  bronchial  stenosis.  If 
the  patients  survive,  a  more  or  less  rapid  adjustment  usually 
takes  place,  owing  to  the  great  elasticity  of  the  puerile  lung. 
Chronic  emphysema  is  then  quite  a  rare  occurrence.  It  occurs, 
however,  in  children,  e.g.,  in  chronic  catarrh  of  the  respiratory 
tract.  It  is  sometimes  observed  also  in  children  with  an  hered- 
itary tendency.  On  the  whole,  the  signs  of  empliysema  are  the 
same  in  children  as  in  adults  [chiefly  exaggerated  resonance  on 
percussion — Sheffield],  but  the  detection  of  the  objective 
signs  is  often  not  as  easy  in  the  child,  owing  to  the  large  size  of 
the  liver,  abdominal  tympanites,  etc. 

The  TREATMENT  consists  of  change  of  air  (mountain  air), 
use  of  pneumatic  apparatus,  and  breathing  exercises.  [Inter- 
nally, perhaps,  potassium  iodid. — Sheffield.] 

Bronchiectases  are  by  no  means  as  rare  in  children  as  is 
generally  believed.  They  relatively  often  form  a  sequel  of  bron- 
chial catarrhs,  pneumonia,  pleuritis,  pertussis,  and  measles;  are 
also  found  in  phthisical  processes,  and  may  be  produced  by 
aspiration  of  foreign  bodies  into  a  bronchus.  They  sometimes 
involve  the  whole  organ,  and  end  more  or  less  rapidly  and  fatally. 
Relative  recoveries  are  known.  Such  cases,  however,  after  sev- 
eral years  often  terminate  in  miliary  tuberculosis.  The  symp- 
toms of  bronchiectasis  are  the  same  as  in  the  adult.  [A  copious 
morning  expectoration  of  greenish-yellow,  fetid,  or  muco-pus 
indicates  bronchiectasis. — Sheffield.]  The  treatment  consists 
in  the  administration  of  tonics,  respirator}-  antiseptics  [such  as 
thiocol],  wholesome  food,  breathing  exercises,  expectorants,  and 
inhalations  of  turpentine  or  of  a  1-  to  2-per-cent.  carbolic  solu- 
tion [or  tricresol]. 
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Pneumothorax  is  infrequent  in  children.  It  is  caused  by 
trauma — e.g.,  fracture  of  the  ribs  or  clavicle  (here  usually  hemo- 
pneumothorax)  ;  laceration  of  the  lungs  as  sometimes  seen  in 
pertussis  and  as  a  result  of  foreign  bodies  in  the  bronchi;  em- 
physema; internal  perforation  of  empyema;  suppurating  bron- 
chial glands;  and  destructive  lung  processes,  such  as  tubercu- 
losis, gangrene,  and  bronchiectasis.  All  these  conditions  are 
often  associated  with  pyopneumothorax.  The  symptomatology 
and  treatment  are  the  same  as  in  adults. 

[Symptomatology. — Severe  dyspnea,  violent  paroxysms  of 
coughing,  bulging  of  the  affected  side,  and  tympanitic  reso- 
nance. When  effusion  occurs  there  is  dullness  over  the  lower 
and  hyperresonance  over  the  upper  portions  of  the  chest  and  a 
splashing  sound  on  suddenly  shaking  the  patient. 

The  TEEATMENT  consists  of  opiates  for  the  pain  and  aspira- 
tion for  the  intense  dyspnea. — Sheffield.] 

Gangrene  of  the  Lung  is  not  rare  in  children,  but  is  diag- 
nosticated with  difficulty,  owing  to  the  deficient  quantity  of 
sputum  obtainable.  Furthermore  the  gangrenous  odor  of  the 
breath  is  often  attributed  to  other  usually  coexisting  affections, 
such  as  gangrenous  processes  in  the  mouth  and  throat.  [He- 
moptysis is  often  a  characteristic  symptom. — Sheffield.]  Pul- 
monary gangrene  is  not  rarely  a  result  of  pneumonia,  but  occurs 
also  in  phthisis.  It  is  sometimes  met  in  gangrenous  processes 
of  the  skin,  especially  after  measles,  scarlet  fever,  and  typhoid; 
of  the  mucous  membranes — gangrene  of  the  vulva;  noma; 
diphtheria;  scarlatinal  necrosis  of  the  pharynx,  etc.;  in  for- 
eign bodies  of  the  air-passages;  in  carious  softening  of  the 
petrous  portion  of  the  temporal  bone;  and  in  wasting  diseases, 
such  as  furunculosis,  severe  intestinal  catarrh,  typhoid,  etc.  Gen- 
eral debility  plays  an  important  role,  owing  to  the  retarded 
blood-flow  and  tendency  to  thrombosis. 

The  PROGNOSIS  is  usually  bad. 

TREATMENT.^Roborants  and  inhalation  of  vapors  of  oil  of 
turpentine  (10  to  30  drops  several  times  daily  in  hot  water). 
Internally  creosote  [or  guaiacol  carbonate]. 

Tumors  of  the  Lung  may  either  be  carcinomas  or,  more 
rarely,  sarcomas.    Echinococcic  tumors  also  are  on  record. 
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Mediastinal  Tumors  may  originate  from  the  thymus  gland, 
the  lymph-glands  of  the  anterior  mediastinum,  and  more  rarely 
from  the  sternum.  Sarcomas  are  relatively  frequent;  carci- 
nomas are  rarer.  The  symptomatology  consists  of  dyspnea,  pro- 
gressing to  orthopnea,  rapidly  increasing  dullness  beneath  the 
sternum  and  vicinity,  anterior  arching  of  the  thorax,  edema  of 
the  face  and  dilatation  of  the  veins  of  the  neck,  dislocation  of 
the  heart,  dropsical  pleural  exudations,  etc.  Dr.  Soltmann  found 
actinomycosis  (q.v.)  in  the  posterior  mediastinum  in  a  child 
6  years  old  who  swallowed  an  ear  of  corn.  Vomiting  of  blood 
was  the  first  symptom,  and  a  diffuse,  painful  tumor  afterward 
gradually  developed  to  the  right  of  the  vertebral  column. 

Actinomycosis  is  very  rare  in  children.  It  does  occur,  how- 
ever {e.g.,  case  of  Soltmann :  boy  6  years  old  with  actinomj^cosis 
in  the  posterior  mediastinum).  The  internal  administration  of 
potassium  iodid  has  recently  proved  useful  in  a  naml)er  of  cases, 
and  ought  to  be  tried  before  operative  interference  is  attempted. 


Diseases  of  the  Blood  and  Spleen* 


The  Blood. — The  blood  in  the  newly  born  infant  is  remark- 
ably dark.  It  has  many  variously  sized  red  blood-corpnscles — 
among  them  numerous  nucleated  cells,  which  soon  disappear — 
and  a  comparatively  large  number  of  white  cells.  The  ratio  is 
about  1  white  to  130  red.  This  relationship  remains  stationary 
until  puberty,  when  it  approaches  that  of  the  adult.  The  num- 
ber of  erythrocytes  is  5,500,000,  in  artificially  fed  infants  some- 
what less.  The  hemoglobin  content  is  very  high,  especially  if 
tying  of  the  navel  has  been  delayed,  under  which  circumstances 
the  number  of  the  red  and  white  corpuscles  attains  the  highest 
value.  It  diminishes  considerably  between  the  first  and  fifth 
years,  but  from  then  on  it  continues  gradually  to  rise.  The 
specific  gravity  is  1.046  to  1.066  up  -to  the  second  year;  and, 
afterward,  1.052  to  1.053. 

Anemia  and  Chlorosis. — Anemia  is  quite  frequent  in  chil- 
dren, especially  when  secondary  to  hereditary  syphilis,  tuber- 
culosis, scrofula,  rachitis,  malaria,  heart  and  kidney  disease, 
loss  of  the  vital  fluids  (blood,  pus,  diarrheas),  helminthiasis, 
acute  infectious  diseases  and  digestive  disturbances  such  as 
dyspepsia,  and  prolonged  constipation.  Primary  anemia  is 
really  identical  with  or  leads  to  chlorosis,  and  is  chiefly  due  to 
external  conditions,  such  as  deficient  nutrition  or  bad  air.  It 
occurs  very  frequently  in  school  children  8  to  12  years  old  who 
reside  in  large  cities.  The  atmosphere  of  the  large  city,  espe- 
cially of  overcrowded  schoolrooms,  in  conjunction  with  insufii- 
cient  exercise,  faulty  mode  of  eating  (quick  eating  before  and 
during  school  hours),  and  clothing  (corset!),  certainly  form  the 
strongest  etiological  factors  in  the  production  of  anemia  in 
growing  children  more  or  less  exposed  to  sexual  influences  (ap- 
proaching puberty,  menstruation !).  "  Green  "  complexion,  de- 
bility, fatigue  from  slight  exertion,  increased  nervous  irritabil- 
(272) 
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ity,  headache,  restless  sleep,  anorexia,  painful  sensations  (epi- 
gastrium, intercostal  spaces),  a  moderate  degree  of  struma, 
which  usually  disappears  spontaneously  after  a  time,  attacks 
of  (nervous)  dyspnea,  in  addition  to  the  usual*  symptoms  which 
also  occur  in  nervous  adults,  make  up  the  clinical  picture. 

Treatment. — First  removal  of  all  underlying  diseases  al- 
ready mentioned  or  (as  in  primary  anemia)  of  all  other  etiolog- 
ical factors.  Special  attention  to  diet  and  correction  of  faulty 
mode  of  clothing.  An  infant  of  9  or  10  months  should  receive, 
in  addition  to  milk,  other  light  food,  such  as  eggs,  spinach, 
fruit-juices,  beef-juice,  and  gradually  fresh  meat,  fruit,  rice, 
grits,  barley,  cocoa,  etc.  Slow  eating  should  be  enforced.  Lib- 
eral exercise  in  the  fresh  air,  also  athletic  exercise  in  g}'mnas- 
tics,  swimming,  skating,  etc. ;  later  bicycle-riding.  In  severe 
cases,  complete  change  of  residence  (airy  boarding  schools  and 
high-schools  in  small  country  places),  at  least  for  a  certain 
length  of  time.  High  sunny  places  are  much  to  be  preferred 
to  sylvan  low  ground.  Mountainous  regions  are  very  good  for 
smaller  children.  Sea  air  and  cold  sea  and  river  baths  often  do 
not  agree  well.  Poorer  children  should  be  sent  to  the  many 
charitable  summer  resorts. 

Medicinal  Treatment. — Iron  in  small  doses  is  to  be  contin- 
ued for  months,  or  some  of  the  recent  iron  preparations  may 
be  more  advantageous  (hematogen,  hemogallol  [2  to  4  grains 
one-half  hour  before  each  meal],  sanguinal,  etc.).  Likewise 
the  various  nutrient  remedies  in  digestible  and  concentrated 
form  (somatose,  lactosomatose,  and  ferrosomatose  [the  latter 
may  be  given  in  10  to  12  gr.  doses  in  milk  or  bouillon  every 
four  to  six  hours] ,  hygiama,  eucasin,  puro.  beef-extract  and  beef- 
peptone,  nutrose,  sanose,  etc.).  In  intractable  cases  arsenic  may 
be  tried.  As  adjuvants:  warm  baths  (with  "Mattonis  Eisen 
moor  saltz^')  [enteroclysis,  with  normal  salt  solution — Shef- 
field]. Sometimes  also  symptomatic  treatment  (e.g.,  orexin 
tannate  in  anorexia). 

AXEMIA    PSEUDOLEUKEMICA    INFANTUM     (SpLENICA),    VOU 

Jaksch,  is  distinguished,  aside  from  the  characteristic  appear- 
ance of  the  blood — high  pol^Tuorphous  leucocytosis,  white 
blood-cells  to  red  ones  as  1  to  20-12  with  preponderance  of  the 
polynuclear  forms,  with  no  increase  in  the  eosinophile  cells, — 
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by  pronounced  splenic  enlargement,  with  slight  enlargement  of 
the  liver  and  lymphatic  glands.  It  is  frequently  caused  by 
rachitis,  syphilis,  and  grave  errors  of  diet.  The  etiology  is,  how- 
ever, often  obscure. 

The  same  holds  good  for  pernicious  anemia.  This  form  is, 
however,  sometimes  due  to  worms,  such  as  Bothriocephalus  latus, 
Ancliylostomum  duodenale.  The  symptoms  and  course  are  the 
same  as  in  the  adult.  [Severe  cases  of  anemia  often  do  much 
better  with  rest  than  with  exercise. — Sheffield.] 

Hodgkin's  Disease  (Adenie,  Pseudoleukemia  [Lymphatica]) 
occurs  also  in  children  and  differs  in  no  way  from  the  same 
condition  observed  in  adults.  [It  is  characterized  by  a  general 
hyperplasia  of  the  lymphatic  glands  throughout  the  body.  The 
changes  in  the  blood  are  identical  with  those  observed  in  ane- 
mia without  an  increase  in  the  number  of  leucocytes.  Occa- 
sionally there  are  local  symptoms,  such  as  edema,  pain,  cough, 
or  dyspnea  due  to  mechanical  compression  by  the  lymphomata. 
— Sheffield.] 

The  PROGNOSIS  is  very  doubtful.  According  to  Monti  and 
Berggruen,  Hodgkin^s  disease  is  the  preliminar}''  stage  of  true 
leukemia.  In  some  cases  the  disease  does  not  advance  and  re- 
covery takes  place,  while  in  others  transition  into  leukemia  oc- 
curs. Eecoveries  from  Hodgkin's  disease  are  on  record.  Ar- 
senic treatment  seems  to  act  favorably  at  times. 

Leukemia  will  be  discussed  under  "Spleen  Affections."  It 
may  here  be  mentioned  that  lienomedullary  forms  are  also  ob- 
served which  are  characterized  by  the  presence  of  an  abnormally 
high  percentage  of  the  so-called  "marrow-cells"  [m^^elocytes] 
of  the  normal  blood.  It  is  associated  with  a  relative  and  abso- 
lute increase  in  the  white  cells,  diminution  of  the  neutrophilic 
polynuclear  and  transitional  forms  with  lobulated  nucleus  (in 
normal  blood  they  form  the  bulk  of  the  white  cells — from  70 
to  80  per  cent,  of  all  leucocytes;  in  leukemia  only  from  30  to 
40  per  cent.),  and,  furthermore,  no  relative  increase  in  the 
eosinophile  cells.  In  the  healthy  adult  the  latter  vary  from  1 
to  11  per  cent.,  and  in  children  even  larger  numbers  are  physio- 
logical. 

The  PROGNOSIS  is  bad. 

The  SYMPTOMS  are  the  same  as  in  ordinary  leukemia. 
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.  There  is  also  an  acute  leukemia  which  progresses  rapidly 
with  high  temperature,  acceleration  of  pulse,  marked  altera- 
tion of  the  general  condition,  and  ends  fatally  in  a  few  weeks 
(from  four  to  eight),  after  at  times  showing  deceptive  improve- 
ment.. The  etiology  of  this  rare  disease  is  as  yet  obscure.  On 
several  occasions  syphilis  was  suspected. 

Hemophilia  is  an  inherited  and  congenital  tendency  to  pro- 
fuse hemorrhages  w^hich  are  controlled  with  difficulty  or  not 
at  all.  It  affects  chiefly  boys,  particularly  of  Jewish  ancestry 
and  is  either  spontaneous  (in  all  tissues)  or,  more  often,  trau- 
matic in  nature.  Indeed,  the  slightest  injuries,  such  as  vac- 
cination, circumcision,  extraction  of  a  tooth,  opening  of  ab- 
scesses, etc.,  are  followed  by  severe  hemorrhages,  and  a  bump 
or  stroke,  etc.,  gives  rise  to  a  large  extravasation  of  blood.  This 
phenomenon  is  important  forensically,  for  it  may  be  mistaken 
for  an  act  of  cruelty.  Bleeders  often  lie  in  giving  their  history 
and  maintain  never  to  have  bled  before.  Sometimes  melena 
neonatorum;  bleeding  from  the  navel,  notwithstanding  careful 
tying;  and  precocious  menstruation  are  al'^o  due  to  hemophilia. 
Hemophilia  is  not  infrequently  associated  with  an  inflammation 
of  the  joints. 

Treatment. — There  is  no  specific  remedy  against  hemo- 
philia. Small  doses  of  phosphorus  continued  for  a  long  time 
are  said  to  be  useful.  The  main  thing  is  to  avoid,  as  much  as 
possible,  even  the  slightest  surgical  operations  in  bleeders. 

Regarding  circumcision  it  is  well  to  remember  that  there  is 
also  a  transitory  hemophilia  the  etiology  of  which  is  obscure.  It 
often  occurs  in  children  of  syphilitic  parentage,  and  in  post- 
partal  septic  infection.  The  tendency  to  hemorrhage  is  great- 
est between  the  seventh  and  thirteenth  days  of  life,  especially  on 
the  eighth  day,  at  which  time  circumcision  is  usually  performed 
— hence  the  great  mortality.  The  hemorrhagic  tendency  then 
gradually  diminishes  and  disappears  on  the  ninetieth  day.  In 
such  cases,  therefore,  circumcision  ought  to  be  practiced  later, 
and  the  physician  should  be  supplied  Avith  the  whole  therapeutic 
armamentarium  against  hemorrhage,  as  it  often  happens  that  the 
ordinarily  effective  remedies  fail  and  many  others  must  be  tried 
to  arrest  the  hemorrhacje.  Unfortunatelv  sometimes  evervthins^ 
fails.     Bienwald  successfully  injected  a  Pravaz  syringe ful  of 
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coagulable  blood  from  a  healthy  person  directly  into  the  bleed- 
ing wound. 

The  PEOGNOSis,  especially  in  very  young  and  delicate  chil- 
dren, is  therefore  bad.  [Good  results  have  recently  been  ob- 
tained from  the  use  of  sterilized  liquid  gelatin  administered 
hypodermically  (or  by  mouth).  Some  recommend  prolonged 
administration  of  thyroid-gland  substance. — Sheffield.] 

Purpura  is  a  hemorrhagic  diathesis  manifested  chiefly  by 
hemorrhages  in  the  skin,  mucous  membranes,  and  other  tissues. 
It  is  customary  to  distinguish : — 

1.  Purpura  Simplex,  which  is  characterized  by  cutaneous 
hemorrhages  only.  The  spots,  which  must  not  be  mistaken  for 
flea-bites,  are  almost  always  isolated  and  at  most  lentil  sized. 
They  develop  without  any  apparent  cause,  often  in  badly  nour- 
ished, anemic,  or  rachitic  children  who  live  in  damp  dwellings. 
It  is  frequently  associated  with  splenic  tumors,  leukemia,  and 
pseudoleukemia. 

2.  Purpura  s.  Peliosis  Rheumatica.  —  In  this  variety  the 
hemorrhagic  spots  are  more  numerous  and  more  intense.  The 
children  suffer  pain  in  the  limbs,  especially  in  the  articulations, 
which  are  at  times  also  associated  with  swellings.  The  hemor- 
rhages are  located  especially  upon  the  lower  portions  of  the  legs 
and  feet  and  also  in  other  localities.  They  are  manifested  by 
smaller  or  larger,  deep  red  or  bluish  spots,  which  do  not  change 
on  pressure  with  the  finger.  Here  and  there  they  present  a 
central  papular  hardness  (coagulation  of  fibrin)  and  sometimes 
also  an  urticarialike  efflorescence,  with  a  central  bluish  blood 
extravasation  (erythema  nodosum).  Aside  from  the  articular 
pain  and  swelling  just  spoken  of,  a  feeling  of  pressure  upon  the 
tibia  and  knuckles,  soreness  of  the  soles,  and  difficulty  in  walk- 
ing are  not  infrequently  perceived.  More  rarely  there  is  slight 
edema  upon  the  dorsum  of  the  feet  and  around  the  malleoli. 
Fever  and  disturbances  of  the  general  health  are  usually  absent 
or  slight.     Occasionally  there  is  irregular  fever  in  the  evening. 

The  PROGNOSIS  in  both  varieties  of  purpura,  especially  of 
the  first,  is  almost  always  favorable. 

TPtEATMENT. — Absolutc  rest  in  bed  [and  nutritious  diet]. 
Medicinally,  acid  Halleri  [arsenic  and  iron].  In  purpura  rheu- 
matica potassium  iodid  is  sometimes  useful. 
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Henoch  describes  another  form  of  purpura  which  usually 
affects  children  from  7  to  12  years  old,  and  is  manifested  by 
abdominal  sjonptoms,  such  as  vomiting,  intestinal  hemorrhage, 
and  colic,  in  addition  to  cutaneous  hemorrhages  and  articular 
affection.  The  latter  may  be  absent.  It  occurs  in  paroxysms  at 
intervals  of  several  days,  weeks,  or  months.  Fever,  if  present,  is 
moderate.  The  heart  is  normal,  showing  that  the  affection  is  not 
due  to  an  embolic  or  endocardial  process.  Recovery  is  possible, 
but  the  prognosis  is  doubtful,  owing  to  frequent  development 
of  nephritis.  The  latter  sometimes  occurs  in  other  forms. 
Examination  of  the  urine  should  therefore  be  made. 

Treatment. — Absolute  rest  in  bed,  icebag  to  the  abdomen, 
iced  milk,  and  opiates. 

Purpura  Hemorrhagica  (Morbus  Maculosus)  is  mani- 
fested by  hemorrhages  in  the  skin  and  mucous  membranes,  par- 
ticularly of  the  nose  and  gums.  Its  onset  is  almost  always  sud- 
den in  the  enjoyment  of  apparently  complete  health.  Without 
fever  or  disturbances  of  the  general  health,  there  is  a  sudden 
development  of  variously  sized  blood-spots,  which  do  not  disap- 
pear on  pressure,  or  streaks  and  voluminous  hemorrhagic  con- 
glomerations; so  that  the  skin  is  covered  by  them  within  from 
twenty-four  to  thirty-six  hours.  There  is  usually  but  one  at- 
tack, of  from  ten  to  fourteen  days^  duration,  or  rarely  a  recur- 
rence, when  it  is  of  longer  duration.  The  hemorrhages  in  the 
mucous  membranes  are  rarely  very  profuse.  Severe  hemor- 
rhage often  follows  slight  irritation  of  the  skin,  such  as  needle- 
pricks  or  scratches. 

Treatment. — Eest  in  bed,  acid  Halleri,  and  ergotin  [styp- 
ticin,  ferrosomatose,  turpentine]. 

Severer  cases  are  rarely  observed,  and  are  usually  mani- 
fested by  an  insidious,  slow  course;  profuse  bleeding  from  the 
nose,  mouth,  intestines,  and  lungs,  and  recurrences  (gradually 
anemia  and  debility).  These  cases  end  fatally,  after  months  or 
years,  from  exhaustion  or  hemorrhages  into  delicate  organs, 
such  as  the  brain  and  spinal  cord.  Sometimes  there  are  inter- 
vals of  complete  euphoria.  The  cause  is  obscure.  Children 
from  8  to  14  years  of  age,  who  are  otherwise  well,  also  those  who 
live  in  good  hygienic  circumstances,  are  affected  by  it,  some- 
times after  scarlet  fever  or  measles. 
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Treatment. — Iron,  country  or  mountain  air,  and  cold  water 
treatment  usually  afford  only  temporary  relief. 

Still  more  dangerous  is  the  form  of  purpura  described  by 
Henoch  as  purpura  pulminans.  It  is  rapidly  fatal.  In  this 
variety  there  is  no  hemorrhage  in  the  mucous  membranes,  but 
extremely  rapid  extension  of  cutaneous  bleeding.  Within  a  f  ew 
hours  whole  extremities  become  blue,  hard,  infiltrated,  and  cov- 
ered by  sero-hemorrhagic  maculae.  Death  occurs  in  less  than 
twenty-four  hours,  or  four  days  at  the  latest,  without  complica- 
tions. The  etiology  is  obscure.  Postmortem  examination  is 
negative.    Treatment  is  futile. 

Spleen  Affections  are  manifested  by  enlargement  of  the 
spleen.  Tumefaction  of  this  organ  can  be  demonstrated  in  chil- 
dren only  by  palpation.  Percussion  too  frequently  leads  to 
errors.  Muscular  contractions  of  resisting  children,  a  full  stom- 
ach or  intestine,  etc.,  are  especially  apt  to  mislead  in  this  direc- 
tion. Tuberculosis  is  the  most  frequent  affection  of  the  spleen, 
and  can  be  diagnosticated  only  by  the  presence  of  tuberculosis 
in  other  organs.  An  acute  splenic  enlargement  may  be  caused 
by  malaria,  typhoid,  recurrent  fever  [and  influenza].  Very 
rapid  enlargem^ent  of  the  spleen  is  sometimes  followed  by  rup- 
ture of  the  spleen,  hemorrhage  in  the  abdominal  cavity,  and 
death.  Spleen  affections  are  more  rarely  caused  by  acute  mil- 
iary tuberculosis  and  cerebro-spinal  meningitis.  Splenic  en- 
largement has  been  observed  also  in  morbilli,  scarlatina,  ery- 
sipelas, and  angina. 

Aside  from  very  rare  tumors,  such  as  sarcoma,  carcinoma, 
echinococcus  (Baginsky  reported  a  case  of  hemorrhagic  cyst  of 
the  spleen  following  trauma),  chronic  splenic  enlargement  de- 
velops also  from  amyloid  degeneration,  in  caries  of  the  bones, 
syphilis,  suppuration  of  glands,  etc.,  and  engorgement  of  the 
portal  circulation,  e.g.,  in  cirrhosis  of  the  liver.  Most  fre- 
quently, however,  it  results  from  hyperplasia  of  the  organ, 
which  is  not  always  due  to  chronic  malaria,  leukemia,  or  pseudo- 
leukemia, but  often  to  an  unknown  cause.  It  is  usually  met  in 
patients  with  a  pale,  waxy  complexion,  and  is  sometimes  pre- 
ceded by  dyspeptic  disturbances  (diarrheas);  also  by  rachitis, 
syphilis,  and  scrofula.  Occasionally  an  hereditary  and  family 
diathesis  is. discovered.    Often  there  is  nothing  to  account  for 


DISEASES  OF  THE  BLOOD  AND  SPLEEN.  279 

the  condition;  the  patient  is  otherwise  perfectly  well  except  tlie 
sallow  complexion  and  the  splenic  tumor  just  spoken  of;  or 
there  may  be  also  edema  of  the  feet  and  eyelids,  small  cutaneous 
hemorrhages,  and  bleeding  from  the  mucous  membranes.  Ex- 
amination of  the  blood  at  times  reveals  the  presence  of  leu- 
kemia; the  latter  condition  is  usually  observed  in  children  from 
5  to  14  years  of  age,  more  rarely  in  younger  ones,  but  it  may  be 
found  even  in  sucklings.  As  a  rule,  the  proportion  of  red  to 
white  blood-corpuscles  is  normal,  except,  of  course,  the  diminu- 
tion of  red  blood-corpuscles  from  anemia,  and  the  preponder- 
ance of  white  cells,  which  is  also  often  otherwise  met  in 
children. 

In  leukemia  the  prognosis  is  always  bad;  but  it  is  also 
dubious  in  cases  of  spleen  affections  free  from  leukemia,  owing 
to  the  fact  that  most  children  affected  by  chronic  spleen  affec- 
tions gradually  lose  in  flesh,  become  anemic,  often  suffer  from 
severe  and  even  fatal  hemorrhages  (e.g.,  from  the  nose  or  slight 
wounds,  such  as  vaccination,  etc.),  and  develop  anasarca  and 
dropsy  if  not  previously  carried  off  by  intercurrent  diseases, 
such  as  pneumonia.  Eecovery  is,  nevertheless,  possible  under 
suitable  treatment,  even  where  the  tumor  is  very  large  and  the 
case  severe;  but  it  is  hardly  to  be  expected  in  cases  due  to  true 
leukemia.  Quinin  and  iron  (see  "Iron  Preparations")  are 
most  serviceable,  but  they  must  be  continued  for  months  or 
years;  iodid  of  iron  also  is  useful,  especially  if  syphilis  is  sus- 
pected. Arsenic  may  be  tried.  The  best  of  nourishment  (in 
infants,  woman's  milk)  and  lukewarm  salt-water  baths.  [So- 
journ in  the  country.] 

[Movable  Spleen  (Wandering  Spleen,  Lien  Mobilis)  may  be 
acquired  or  a  result  of  congenital  conditions.  In  both  instances 
there  is  elongation  of  the  gastro-lienal  ligament.  In  the  ac- 
quired form  the  elongation  may  result  from  pressure  upon  the 
splenic  region,  from  blows,  continuous  coughing,  or,  as  is  quite 
often  the  case,  from  enlargement  of  the  spleen  itself. 

The  organ  is  usually  felt  wdth  ease  below  the  edge  of  the 
ribs.  The  normal  splenic  dullness  is  wanting  in  the  left  hypo- 
chondrium  and  especially  posteriorly.  Subjective  symptoms 
may  be  absent.  Sometimes,  however,  the  patient,  if  old  enough, 
complains  of  a  dragging  sensation  or  pain  in  the  left  side.  Trac- 
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tion  exerted  upon  the  stomach  or  upon  the  intestines  may  pro- 
duce attacks  of  severe  colic,  with  retching  and  vomiting.  Some- 
times the  pressure  may  lead  also  to  other  symptoms,  such  as 
constipation,  dysuria,  etc. 

Treatment. — In  mild  cases  the  use  of  abdominal  binder; 
in  very  pronounced  instances  splenectomy  may  be  necessary. — ■ 
Sheffield.] 


L 


Diseases  of  the  Circulatory  System. 


Circulatory  Organs. — The  relation  between  the  size  of  the 
heart  and  the  width  of  the  blood-vessels  is  inversely  propor- 
tional to  that  in  the  adult.  Children  have  a  relatively  small 
heart  and  wide  arteries.  The  blood-pressure  in  the  greater  cir- 
culation is  considerably  lower  in  children  than  in  adults,  but  in 
the  pulmonary  circulation  it  is  higher.  The  heart  undergoes 
gradual  enlargement  until  puberty,  at  wliich  time  the  arterial 
system  is  relatively  narrowest.  From  then  on  its  growth  is 
quite  rapid.  Young  children  often  exhibit  a  "trochaic"  heart- 
rhythm,  and  the  first  sound  over  the  whole  heart  is  somewhat 
more  accentuated  than  the  second;  however,  as  the  "iambic" 
rhythm  is  also  observed,  this  symptom  is  of  no  clinical  interest. 

Auscultation  and  Percussion   (see  pages  24  and  25). 

Vitia  Cordis  [Heart  Disease]  may  be  congenital,  as  a  result 
of  fetal  endocarditis  or  arrested  development.  These  affections 
are  often  associated  with  other  malformations  of  the  body.  In 
addition  to  other  symptoms  ordinarily  met  in  heart  disease, 
such  as  edema,  epistaxis,  enlargement  of  the  liver  and  spleen, 
anemia,  tinnitus  aurium,  fainting  spells,  etc.,  heart  diseases 
are  recognized  especially  by  the  presence  of  cyanosis  (q.v.). 
The  latter  usually  is  the  chief  symptom  of  congenital  vitia 
cordis,  but  at  times  it  is  absent.  The  diagnosis  may  be  cor- 
roborated by  physical  examination  revealing  enlargement  of 
the  heart  (especially  of  the  right  side),  systolic  or  diastolic 
murmurs,  etc.  An  exact  diagnosis  as  to  the  character  of  the 
heart  disease  is,  however,  almost  never  made,  as  there  are  no 
positive  signs  characteristic  of  the  individual  malformations. 
Like  cyanosis,  all  the  other  symptoms  may  be  absent  or  appear 
only  in  a  very  indefinite  manner  (slight  palpitation  of  the  heart 
and  dyspnea  on  mounting  stairs  or  running).  Objective  signs 
sometimes  fail  to  develop  and  heart  lesions  are  sometimes  over- 
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looked  until  accidentally  recognized  while  examining  the  child 
for  other  diseases.  In  this  event  the  diagnosis  of  congenital 
viiia  cordis  is  made  hy  exclusion  in  the  absence  of  any  etiolog- 
ical moments.  The  cardinal  symptoms  of  the  heart  lesions  may 
at  times  appear  during  the  course  of  another  disease,  particu- 
larly of  the  respiratory  tract,  or  during  acute  endocarditis, 
which  may  develop  in  children  with  congenital  vitia  cordis 
equally  as  often  as  in  old  acquired  heart  diseases  ("recurrent 
endocarditis '').  This  is  especially  the  case  in  congenital  stenosis 
and  atresia  of  the  conus  or  pulmonary  artery.  In  that  event 
dilatation  of  the  heart  and  passive  congestion  of  the  whole 
venous  system  supervene;  thus,  cyanosis;  the  area  of  cardiac 
dullness  is  enlarged  and  extends  beyond  the  right  sternal  bor- 
der; the  heart  impulse  is  visible  and  palpable  over  the  enlarged 
area  and  often  accompanied  by  a  thrill;  a  systolic  murmur  is 
heard  over  the  cardiac  region,  loudest  over  the  ostium  of  the 
pulmonary  artery  as  far  as  the  clavicle.  The  murmur  is  some- 
times audible  over  the  whole  thorax  and  spine.  The  sjrmptoms 
are  rarely  as  plain;  usually  they  are  obscured  by  the  presence 
of  other  anomalies;  so  that  a  positive  diagnosis  is  impossible. 
The  diagnosis  is  still  more  difficult  in  the  other  forms  of  vitia 
cordis. 

Even  under  the  best  of  care  children  with  congenital  heart 
disease  usually  live  only  a  few  years.  During  this  period  they 
may  readily  overcome  all  sorts  of  diseases,  even  febrile  affec- 
tions, such  as  exanthemata.  A  fatal  termination,  however,  is 
unavoidable.  Death  sometimes  occurs  suddenly,  or  incidentally 
during  the  course  of  other  diseases  which  in  normal  children 
are  not  dangerous  to  life,  especially  respiratory  affections. 

All  that  can  be  done  for  children  suffering  from  congenital 
vitia  cordis  is  to  guard  them  against  disturbing  elements.  Dis- 
turbances of  compensation  should  be  treated  symptomatically. 

Acquired  cardiac  lesions  are  not  rare  in  children.  They  are 
usually  preceded  by  endocarditis  (q.v.),  which  in  children,  as 
in  adults,  finds  various  etiological  moments.  Anatomically  and 
clinically  they  are  manifested  as  in  adults. 

[The  course  of  acquired  chronic  heart  diseases  in  children 
is  divided,  as  in  adults,  into  two  periods,  the  first  being  that  in 
which  compensation  is  present, — associated  with  cardiac  hyper- 
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trophy,  forcible  heart's  action,  shortness  of  breath  on  exertion, 
sometimes  headache,  tinitus  aurium,  etc.;  the  second  that  in 
which  compensation  has  failed, — cardiac  dilatation,  dyspnea, 
orthopnea,  cough,  enlargement  of  the  liver  and  spleen,  conges- 
tion of  the  kidney,  albuminuria,  dropsy,  etc. 

Treatment. — During  the  stage  of  compensation  attention 
should  be  directed  to  improvement  of  the  general  condition  by 
wholesome  food,  moderate  exercise,  avoidance  of  mental  over- 
exertion, and  correction  of  anemia  or  digestive  disturbances, 
if  present.  When  the  "  compensation  ruptures  "  prolonged  rest 
in  bed,  strengthening  but  bland  diet,  iron  (hemogallol,  ferro- 
somatose),  and  general  tonics;  caffein-sodium  benzoate,  and 
digitalis  in  cardiac  dropsy  with  low  arterial  tension;  saline 
purgatives  and  diuretics  to  relieve  an  overloaded  venous  circu- 
lation; ammonia,  camphor,  strychnin,  and  nitroglycerin  in 
cases  of  sudden  heart-failure. 

With  early  and  proper  hygienic  and  general  management 
life  may  be  prolonged  for  many  years.  The  prognosis  as  to 
complete  recovery  is  bad. — Sheffield.] 

Endocarditis  may  be  of  fetal  origin  (see  "Vitia  Cordis"), 
but  is  usually  acquired.  It  is  most  frequently  caused  by  acute 
articular  rheumatism,  which  is  not  at  all  rare  in  childhood,  and 
also  by  other  rheumatic  atfections,  such  as  erythema  nodosum, 
etc.  Even  very  mild  and  afebrile  attacks  of  rheumatism  may 
give  rise  to  it.  In  some  cases  endocarditis  is  the  first  s3'mptom 
of  rheumatism,  the  articular  afi'ection  not  developing  until  a 
few  days  later.  Endocarditis  in  children  is  anatomically,  clin- 
ically, prognostically,  etc.,  identical  with  that  in  adults,  with 
the  exception  that  it  may  remain  latent  for  a  long  time,  and 
cause  no  symptoms  even  after  severe  exercise,  mounting  stairs, 
etc.  Complete  restitution  may  frequently  occur.  It  may  also 
be  latent  in  the  initial  stage,  when  general  malaise,  acceleration 
of  pulse,  and  fever,  or  sometimes  the  latter  symptom  alone  may 
be  the  only  indication,  and  even  then  its  nature  may  remain 
obscure  until  the  subsequent  appearance  of  local  signs,  espe- 
cially of  a  systolic  heart-murmur,  which  is  often  distinctly 
heard,  either  over  the  whole  cardiac  region  or  only  at  the  apex. 
On  the  other  hand,  endocarditis  may  sometimes  run  a  very  vio- 
lent course,  and  give  rise  to  hypertrophy  of  one  or  both  ventri- 
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cles  within  a  few  months  after  the  rheumatic  attack.  As  a  rule, 
permanent  heart  disease  develops  also  in  children  after  an  at- 
tack of  endocarditis  and  often  in  conjunction  with  chorea.  The 
latter  disease,  however,  is  independent  of  the  endocarditis,  but 
often  due  to  the  identical  cause  (rheumatism).  Rheumatic  en- 
docarditis is  frequently  complicated  by  pericarditis  (q.v.).  En- 
docarditis is  also  caused  by  other  affections,  most  frequently  by 
scarlatina,  and  more  rarely  by  measles,  typhoid,  diphtheria,  and 
pyemia;  also  by  inflammation  of  the  pleura  and  lungs;  the  lat- 
ter diseases  are  more  apt  to  be  complicated  by  pericarditis. 
However,  not  every  transient  sj^stolic  murmur  associated  with 
scarlatina  or  with  its  consecutive  nephritis  is  due  to  endocardi- 
tis ;  and  it  is  referable  to  true  endocarditis  only  when  it  persists 
for  a  long  time  after  subsidence  of  the  fever.  The  differential 
diagnosis  between  endocarditis  and  pericarditis  is  far  from 
easy,  because  the  pericardial  murmur  in  children  is  softer  and 
is  systolic  instead  of  f  rictional  in  character. 

The  TKEATMENT  of  cndocarditis  in  children  is  the  same  as 
in  adults.  [Perfect  rest  in  bed;  antirheumatic  remedies.  In 
excessive  cardiac  action  small  doses  of  aconite  or  opium.  Bland, 
but  strengthening,  diet.  (See  also  "  Vitia  Cordis.''^)  —  Shef- 
field.] 

Pericarditis  is,  first  of  all,  produced  by  the  same  causes  as 
endocarditis  (rheumatism,  scarlatina,  etc.),  with  which  it  is  fre- 
quently associated.  Furthermore  it  may  be  induced  by  affec- 
tions in  the  vicinity,  such  as  pleuritis,  pneumonia,  and  caries  of 
the  ribs,  which  may  give  rise  to  sero-fibrinous  or  purulent  exu- 
dations ;  or  it  constitutes  a  part  of  the  symptomatology  of  septic 
processes  with  purulent  exudation.  Tuberculosis  is  a  very  fre- 
quent cause  of  pericarditis.  In  such  cases  the  pericarditis  is 
often  associated  with  myocarditis,  and  is  manifested  by  miliary 
tubercles  upon  the  pericardium  in  addition  to  fibrinous  or  hem- 
orrhagic exudation.  Pericarditis  is  much  more  rarely  caused 
by  syphilis,  under  which  circumstances  it  may  be  associated 
with  gummatous  tumors  in  the  pericardium.  Finally  pericardi- 
tis is  occasionally  produced  by  trauma.  The  clinical  symptoms 
and  treatment  are  the  same  as  in  the  adult. 

Dry  as  well  as  exudative  pericarditis  usually  gives  rise  to 
adhesions  between  the  pericardium  and  heart,  with  subsequent 
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obstinate  disturbance  of  the  heart's  action,  although  total 
synechia?  occasionally  remain  entirely  latent.  Baginsky,  who 
recently  reported  his  extensive  experience  with  this  disease,  be- 
lieves that  pericarditis — notably  the  serous,  fibrinous,  hemor- 
rhagic, and  purulent  varieties — is  quite  frequent  in  childhood. 
He  found  that  serous  pericarditis  is  usually  ushered  in  with 
severe  symptoms:  thus,  quite  high  fever,  as  high  as  105  V2° 
F.,  generally  followed  by  irregular,  changeable  temperature, 
with  violent  exacerbations  and  brief  remissions;  anxious  ex- 
pression of  the  face,  denoting  great  suffering;  pain,  which  is 
particularly  intense  if  the  pericarditis  is  associated  with  poly- 
arthritis; usually  rapid,  often  extraordinarily  accelerated,  res- 
piration, and  sometimes  also  severe  cough.  The  pulse  may  re- 
main quite  strong,  but  it  is  sometimes  small  and  barely  per- 
ceptible, ranging  from  120  to  150  beats  or  more;  it  is  some- 
times arhythmic  and  occasionally  also  very  regular. 

The  DIAGNOSIS  is  sometimes  very  difficult.  The  symptoms 
obtained  on  percussion  must  therefore  be  carefully  weighed 
(see  pages  25  et  seq.).  Extension  of  the  area  of  cardiac  dull- 
ness and  a  certain  displacement  of  the  heart,  while  of  some 
moment  in  proving  the  presence  of  a  pericardial  exudation,  are 
not  sufficiently  characteristic  to  exclude  with  any  degree  of  cer- 
tainty simultaneous  dilatation  as  the  cause  of  the  extension. 
Auscultation  is  always  the  most  reliable  method  of  diagnosis  of 
this  condition.  In  pericarditis  with  serous  exudation  ausculta- 
tion usually  reveals  pericardial  murmurs  at  a  point  where  the 
pericardium  envelops  the  large  vessels,  and  more  rarely  at  the 
apex.  Stress  has  also  been  laid  upon  a  peculiar  humming 
sound,  which  is  said  to  occur  in  children  at  the  apex  of  the 
heart.  Eosenbach  particularly  emphasized  the  fact  that  a  hum- 
ming sound  is  frequently  heard  at  the  heart-apex  which  is  not 
pericardial,  but  endocardial,  in  nature,  and  frequently  seems  to 
have  the  endocardial  character.  Indeed,  these  humming  mur- 
murs do  occur  in  pericarditis  without  eliciting  actual  sounds, 
but  they  are  by  no  means  frequent;  on  the  contrar}'-,  there  is 
sufficient  evidence  to  prove  that  in  those  forms  in  which  peri- 
cardial exudations  are  present  the  humming  sounds  can,  after 
gradual  abatement  of  the  exudation,  readily  be  attributed  to 
the  simultaneous    presence  of  endocardial  symptoms;  further- 
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more  the  endocardial  signs  become  more  and  more  pronounced 
after  disappearance  of  the  friction-sounds.  The  recognition  of 
purulent  pericarditis  is  still  more  difficult.  The  latter  variety 
was  seen  by  Baginsky  in  phlegmonous  erysipelas,  severe  angina, 
caries  of  the  ribs,  fibrinous  pneumonia  and  broncho-pneumonia, 
gastro-enteritis,  furunculosis,  phlegmons  of  the  throat,  and 
empyema.  [I  saw  a  case  of  purulent  pericarditis  complicating 
P3^emia  in  a  boy  13  years  old.  The  child  died  within  ten  days. — 
Sheffield.]  In  these  severe  affections  the  general  symptoms, 
such  as  extreme  fatigue,  general  cachexia,  pyemic  fever,  etc., 
predominate,  while  the  local  symptoms  are  comparatively  in- 
significant; even  the  exudation  is  usually  slight.  Purulent  peri- 
carditis may  occur  even  in  infancy.  Baginsky  lost  a  child  10 
days  old.  The  bacterium  eoli,  streptococci,  and  staphylococci, 
and  occasionally  the  bacillus  pyocyanus  are  usually  found  bac- 
teriologically.  Tuberculous  pericarditis  is  not  frequent  in  tuber- 
culosis; but,  if  it  does  occur,  it  is  a  very  malignant  affection, 
manifesting  itself  by  enormous  hypertrophy  of  the  pericardium 
and  extensive  adhesions  of  the  heart,  large  quantities  of  pus 
between  pericardium  and  heart,  and  numerous  tubercles  in  the 
pericardium. 

The  most  important  variety  is  pericarditis  complicating 
articular  rheumatism.  In  the  latter  disease  the  pericarditis 
usually  sets  in  quite  early,  and  in  the  majority  of  cases  it  is 
manifested  by  serous  exudations,  which  may  again  disappear. 
Often,  however,  a  distension  of  the  area  of  cardiac  dullness  re- 
mains which  may  diminish  or  increase,  showing  that  fluid  is  un- 
doubtedly present  or  that  dilatation  has  already  developed. 
The  decision  in  this  respect  is,  as  a  rule,  difficult,  for  the  fibrin- 
ous variety  is  also  very  frequently  met  with  here.  If  another 
attack  of  rheumatism  develops  within  from  one-half  to  one 
year  the  same  phenomena  reappear.  The  child  may  succumb 
to  the  second  attack  under  symptoms  of  extreme  dyspnea,  ex- 
traordinary enlargement  of  the  area  of  dullness,  and  synchro- 
nous distribution  of  all  symptoms  of  passive  congestion.  The 
pericardium  and  heart  may  become  totally  adherent,  and  the 
organ  assume  immense  size. 

The  PKOGNOSis  depends  upon  the  age  of  the  patient  and 
underlying  disease.    Thus,  the  prognosis  in  septicemia  and  tu- 
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berculosis  is  hopeless,  in  rheumatism  fairly  good,  and  in  scarla- 
tina and  other  diseases  doubtful. 

If  a  young  child  is  affected  by  rheumatic  polyarthritis  fol- 
lowed soon  by  a  recurrence,  permanent  recovery  is  almost  out  of 
the  question;  the  heart  remains  incapacitated  in  its  functions 
and  the  malignant  heart  affection  usually  ends  fatally  at  about 
the  period  of  puberty.  In  these  forms  of  pericarditis  and  endo- 
carditis all  remedies  fail.  Considerable  relief  from  the  increas- 
ing symptoms  of  passive  congestion  may,  however,  be  procured 
for  days  or  even  weeks  by  the  administration  of  digitalis  [ag- 
urin]  and  diuretin,  the  latter  in  doses  of  from  1  to  2  grams 
daily.  [The  treatment  of  acute  pericarditis  consists  of  perfect 
rest  in  bed,  counterirritation,  hot  poultices  or  icebag  to  the 
heart,  and  small  doses  of  aconite  and  opium  to  relieve  excessive 
heart-action  and  pain.  In  sudden  large  pericarditic  effusions 
threatening  syncope,  aspiration  (in  the  fifth  intercostal  space 
a  little  to  the  left  of  the  border  of  the  sternum)  and  rapid  free 
diuresis  (e.g.^  by  theocin)  may  be  tried.  In  large  purulent  exu- 
dations incision  and  drainage. — Sheffield.] 

Heart-murmurs  (Functional). — Functional  heart-murmurs 
are  rare  up  to  the  seventh  year  of  age  and  have  thus  far  very 
rarely  been  observed  in  children  under  4  years  of  age.  That 
they  do  occur  even  in  nurslings  is  proved  by  the  case  recently 
described  by  Thiemich.  The  child  in  question  was  6  months  old, 
very  anemic,  rachitic,  and  poorly  nourished.  A  few  days  be- 
fore its  death  it  presented  a  very  distinct  accidental  murmur 
along  the  left  mammillary  line.  This  murmur  diminished  rap- 
idly in  intensity  outside  of  this  line,  but  remained  quite  audible 
along  the  base  of  the  heart  up  to  the  right  sternal  border.  The 
murmur  was  blowing  in  character,  but  became  more  frictional 
the  firmer  the  stethoscope  was  pressed  against  the  chest.  It 
was  entirely  restricted  to  the  systolic  sound.  Postmortem  ex- 
amination revealed  no  etiological  factor.  There  was  neither  a 
valvular  lesion  nor  a  malformation.  The  possibility  of  having 
mistaken  it  for  a  cardiac  puhnonary  sound — which,  by  the  way, 
is  extremely  rare  in  early  childhood — is  out  of  the  question  for 
the  reason  that  the  murmur  was  heard  equally  well  during  a 
respiratory  pause  following  prolonged  crying.  It  could  there- 
fore have  been  only  a  functional  cardiac  murmur. 
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Palpitation  of  the  Heart  (Nervous)  is  not  rarely  observed 
in  boys  and  girls  at  the  age  of  from  10  to  14  years,  especially  in 
those  who  grow  fast  or  are  anemic  or  neurasthenic.  Aside  from 
the  palpitations,  the  patients  also  complain  of  flpng  stitches  in 
the  chest,  difficulty  of  breathing  during  strong  exercise,  head- 
ache, etc.  Nothing  is  detectable  about  the  heart  except  ac- 
celerated action.  The  palpitation  usually  amounts  to  nothing 
serious  and  gradually  disappears  after  puberty  at  the  latest. 

The  TEEATMENT  cousists  in  restriction  of  mental  activity 
of  the  patient,  suitable  exercise,  regulation  of  diet,  removal  of 
etiological  factors,  such  as  anemia  or  masturbation,  etc.,  if 
present,  avoidance  of  alcoholics,  coffee,  tea,  and  tobacco,  etc. 
Symptomatically  the  following  combination  of  bromid,  aqua 
laurocerasi,  and  valerian  is  ordered : — 

I]^  Sodii  bromidi 5.0  [3j]. 

Aqu83  laurocerasi   .' 5.0  [5j]. 

Tincturse  Valerianae   15.0  [3iv]. 

M.     Sig.:     From  15  to  30  drops  three  times  a  day. 

Myocarditis  is  infrequent  in  children.  It  is  relatively  often 
found  in  conjunction  with  endocarditis  and  pericarditis  and 
also  in  tuberculosis,  in  which  condition  the  pericarditis  is  more 
frequently  complicated  by  peripheral  fatty  degeneration  of  the 
heart-muscle.  Partial  fatty  degeneration  of  the  hypertrophied 
heart-muscle  is  also  observed  in  valvular  disease  of  the  heart, 
and  very  frequently  in  diphtheria  and  scarlet  fever.  Typhoid, 
chronic  pneumonia,  and  pertussis  also  occasionally  lead  to  myo- 
cardial changes.  Extensive  chronic  fatty  degeneration  of  the 
heart-muscle  is  almost  never  observed  in  children,  while  inter- 
stitial myocarditis  with  induration  is  rare.  In  syphilis  gum- 
mata  are  sometimes  found  in  such  indurations.  Myocarditis 
occurs  also  in  nephritis. 

The  PKOGNOSis  and  trEx\.tment  are  the  same  as  in  the 
adult. 

[As  a  rule,  there  are  no  symptoms  during  life.  Occasion- 
ally a  faint  apex  impulse;  a  slow,  weak,  irregular  pulse;  pallor, 
dyspnea,  and  attacks  of  syncope;  and  in  later  stages  signs  of 
cardiac  dilatation,  such  as  dropsical  effusions,  etc.,  are  observed. 
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The  TEEATMENT  IS  chiefly  prophylactic.  Eecumhent  pos- 
ture for  several  weeks  after  severe  infectious  diseases.  Avoid- 
ance of  sudden  exertion.  General  tonic  plan  of  treatment. — 
Sheffield.] 

Cor  Boviniim  is  a  term  used  by  Hauser  to  designate  a 
strongly  hypertrophied  and  enlarged  heart  of  a  baby  11  months 
old,  who  died  after  a  very  severe  attack  of  pertussis  of  several 
months'  duration.  The  latter  affection,  with  its  ever-recurring 
intense  muscular  exertions,  was,  Hauser  believes,  responsible 
for  the  increase  in  volume  of  the  organ.  In  every  case  of  cor 
bovinum  in  childhood,  hoAvever,  congenital  hypertrophy  must 
always  be  thought  of.  It  is  a  condition  which,  according  to 
Virchow,  certainly  exists,  and  is  produced  in  two  ways:  either 
as  the  result  of  valvular  deformities,  which  may  readily  escape 
notice,  or  of  a  congenital  rhabdomyoma  of  the  heart  (no  cir- 
cumscribed swelling,  but  rather  a  strong  hypertrophy  of  both 
ventricles). 

Arteriosclerosis  is  very  rare  in  children,  but  it  certainly 
occurs.  The  subjective  as  well  as  the  objective  symptoms  (dis- 
placement of  the  heart  over  the  left  mammillary  line)  are  the 
same  as  in  adults.  The  parents  of  the  patient  are  usually  sub- 
jects of  arteriosclerosis  when  young.  The  etiology  is  obscure. 
At  times  it  seems  to  be  caused  by  infectious  diseases.  Syphilis 
also  often  plays  an  important  part.  Sonnenberger  saw  two 
syphilitic  children  bleed  to  death  after  circumcision,  caused  by 
arteriosclerosis  of  the  superficial  arteries  of  the  glans. 

Aneurisms  very  rarely  occur  in  children.  Syphilis  as  well 
as  injuries  seems  to  play  a  part.  Jacobi  observed  a  case^of  aneu- 
rism of  the  abdominal  aorta  which  he  thinks  was  due  to  invasion 
of  the  wall  of  the  blood-vessel  by  the  tubercle  bacillus.  Aitken 
holds  an  embolus  responsible  for  an  aneurism  of  the  abdominal 
aorta  observed  by  him  in  a  child  suffering  from  aortic  and  mitral 
heart  lesions.  The  form  of  aneurism  most  frequently  met  is 
that  of  the  cardiac  valves  and  aortic  arch.  Once  an  aneurism  of 
the  basilar  artery  was  observed.  The  symptomatology  is  the 
same  as  in  adults. 
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XIV. 

Diseases  of  the  Thyroid,  Thymus,  and 
Lymphatic  Glands* 


Cretinism  is  endemic  in  some  regions^  especially  mountain- 
ous districts^  but  it  is  not  infrequently  sporadic  in  others.  It 
is  a  pathological  condition  the  etiology  of  which  is  as  yet  ob- 
scure. It  is  closely  related  to  myxedema  and  idiocy,  and  is 
chiefly  dependent  upon  nutritional  disturbance  of  the  growing 
organism,  which  manifests  itself  by  precocious  arrest  of  devel- 
opment of  the  bony  system,  with  excessive  growth  of  certain 
soft  structures.  For  example,  existing  anomalies  of  the  cranial 
base  are  due  to  a  premature  ossification  of  the  occipito-sphe- 
noidal  synchondrosis.  It  is  a  condition  undoubtedly  due  to  ar- 
rested intra-uterine  development.  Heredity  plays  a  very  im- 
portant role.  Thus,  descendants  of  people  coming  from  regions 
where  cretinism  is  endemic  are  subsequently  affected  by  cretin- 
ism even  if  they  live  somewhere  else.  At  times  syphilis  and 
rachitis  also  seem  to  favor  the  development  of  cretinism.  The 
thyroid  gland  participates  conspicuously  in  this  process,  since 
most  cretins  are  also  strumous,  or  the  thyroid  gland  is  absent 
entirely.  .  Occasionally  the  parents  suffer  only  from  struma 
while  the  children  develop  into  cretins.  The  most  prominent 
sign  of  cretinism  is  physical  and  mental  backwardness.  The 
cretin  is  dwarfed  in  stature,  e.g.,  children  10  to  13  years  of  age 
appear  to  be  but  2  years  old.  Their  mental  development  is  very 
low.  Physically  a  cretin  usually  represents  a  distinct  type. 
The  head  is  large  and  plump  and  set  upon  a  thick,  short  neck; 
the  face  is  weak  and  senile;  the  root  of  the  nose  is  very 
deep;  the  eyelids  and  lips  are  thick;  the  tongue  is  thick  and 
often  protrudes  from  the  mouth,  and  the  abdomen  is  distended. 
The  extremities  are  often  deformed;  the  joints  are  thickened; 
the  gait  is  dragging  and  awkward  [sometimes  walking  is  im- 
(290) 
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possible] ;  sexual  development  is  greatly  delayed  or  the  sexual 
organs  are  undeveloped.  [The  hair  is  thin.]  These  symptoms 
are,  of  course,  not  always  well  marked  ("half-cretin^'). 

The  TREATMENT  is  not  promising.  Although  cases  are  on 
record  in  which  the  use  of  thyroid  gland  [or  iodothyrin]  pro- 
duced physical  and  mental  improvement,  complete  success  was 
rarely  attained.    Indeed,  the  result  was  often  negative. 

Myxedema  is  a  disease  due  to  the  absence  of  function  in  the 
atrophied  or  extirpated  thyroid  gland,  and  is  closely  related  to 
cachexia  strumipriva  and  cretinism.  It  sometimes  develops 
also  in  grown  children,  and  here  produces  the  same  symptoms 
as  in  adults.  The  disease  is  also  congenital,  and  appears  in  the 
newborn,  or  at  least  in  the  first  few  months  of  life.  This  so- 
called  ''infantile  myxedema^'  (also  called  ^'sporadic  cretinism^'), 
which  is  generally  due  to  absence  of  the  thyroid  gland,  grad- 
ually leads  to  the  following  characteristic  clinical  picture: 
Thickened,  dry,  waxlike,  pasty  skin,  which  causes,  e.g.,  the 
peculiar  staring  expression  of  the  face  and  the  slow  and  awk- 
ward movements  of  the  clumsy  extremities.  The  hair  is  luster- 
less  and  brittle;  there  is  eczema  of  the  head;  the  anterior  fon- 
tanelle  is  open;  the  teeth  are  defective;  pseudolipoma  occurs  in 
the  clavicular  spaces;  the  voice  is  husky;  the  tongue  is  very 
thick;  the  temperature  is  subnormal;  the  pulse  is  slow,  etc.; 
physical  and  mental  development  is  arrested,  etc.  The  growth 
of  the  body  is  more  or  less  retarded  (dwarfism)  and  ossification 
incomplete — the  fontanelles  remain  open  for  an  unusually  long 
time ;  the  embryonic  cartilaginous  epiphyses  and  synchondroses 
are  found  intact  by  Eoentgen  rays.  The  teeth  come  through 
very  late;  the  child  stoops,  becomes  k3^photic,  etc.  If  the 
changes  in  the  skin  are  indistinct,  myxedema  may  readily  be 
mistaken  for  rachitis  (open  fontanelles,  deficiency  in  teeth, 
kyphosis,  etc.).  Mental  development  also  remains  strikingly 
backward,  and  not  infrequently  myxedema  results  in  total 
idiocy.  The  prognosis  is  not  altogether  bad.  Persistent  treat- 
ment with  thyroid  gland  substance  [or  iodothyrin]  not  infre- 
quently leads  to  quite  marked  improvement. 

Acromegaly  (Giant  Growth)  is  a  rare,  abnormal  enlarge- 
ment of  various  parts  of  the  body,  especially  of  the  extremities, 
the  nose,  jaw,  ears,  and  tongue,  or  only  of  several  toes  or  fingers 
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and  possibly  also  of  the  whole  body  (so-called  giant  children). 
The  enlargement  often  begins  just  at  puberty.  It  usually  in- 
volves the  bones,  although  the  soft  structures  may  also  be  af- 
fected. Enlargement  of  the  fingers  and  toes  is  noticed  at  first, 
and  the  other  portions  of  the  body  become  involved  gradually. 
It  is  frequently  traceable  to  an  hereditary  disposition  (rarely 
congenital).  It  sometimes  follows  infectious  diseases,  such  as 
scarlatina  and  measles  [influenza].  The  nature  of  the  disease 
is  as  yet  unknown.  Persistence  of  the  thymus  gland,  enlarge- 
ment of  the  thyroid, — which  may,  however,  be  entirely  absent, 
— and  hypertrophy  and  tumors  of  the  hypophysis  cerebri  were 
found  in  a  few  cases.  The  latter  by  pressure  upon  the  chiasm 
and  basilar  nerves  is  the  cause  of  the  frequent  anomalies  of 
vision,  such  as  hemianopsia,  limitation  of  the  field  of  vision, 
atrophy  of  the  optic  nerve,  etc.,  and  the  disturbance  of  motil- 
ity of  the  eyes.  All  the  other  symptoms  are  identical  with  those 
in  the  adult.  Treatment  is  of  no  avail.  Thjrroid  gland  sub- 
stance is  rarely  effective. 

Basedow's  Disease  (Exophthalmic  Goiter,  Graves's  Disease) 
is  very  rare  in  children,  particularly  in  boys.  Etiologically, 
heredity,  psychical  affections,  hysteria,  and  anemia  are  of  some 
moment.  Basedow's  disease  usually  begins  with  only  one  of  the 
cardinal  symptoms,  namely,  either  cardiac  manifestations  or 
exophthalmos,  more  rarely  with  struma,  and  still  more  rarely 
with  tremor.  At  the  onset  exceptionally  two  of  the  cardinal 
symptoms  may  be  present,  but  never  more  than  that.  Some- 
times no  characteristic  symptom  is  present  at  the  onset,  and 
the  disease  is  introduced  by  such  symptoms  as  fatigue,  debility, 
loss  of  flesh,  and  headache.  Subsequently  struma  is  a  constant 
symptom.  The  goiter  grows  somewhat  faster  than  in  adults, 
but,  as  a  rule,  it  remains  moderate  in  size.  Another  constant 
symptom  is  moderate  tachycardia,  the  pulse  ranging  between 
100  and  120  beats.  In  the  majority  of  cases  there  are  marked 
pulsation  of  the  carotids,  temporals,  and  thyreoidei.  Often  a 
systolic  heart-murmur,  and  more  rarely  heart  arhythmia.  A 
less  constant  symptom  is  exophthalmos,  which  is  either  entirely 
absent  or,  if  present,  but  slightly  marked.  Graefe's  and  Stell- 
wag's  symptoms  are  rarely  present,  while  that  of  Mobius,  as 
well  as  palsies  of  the  eye-muscles,  is  almost  never  observed.    As 
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a  whole^  this  disease  appears  in  children  not  rarely  in  a  rudi- 
mentary state  (formes  frustes).  Even  the  cardinal  signs  are 
either  entirely  absent  or  scarcely  noticeable;  so  that  the  diag- 
nosis is  often  quite  difficult.  Basedow^s  disease  generally 
reaches  its  acme  more  rapidly  in  children  than  in  adults. 

Among  other  manifestations  there  relatively  appear:  Dis- 
turbances of  digestion,  particularly  diarrhea,  vomiting,  and 
anorexia.  Hysterical  stigmata.  Insomnia.  Change  in  tem- 
perament— quiet  children  become  restless,  peevish,  irritable, 
quarrelsome,  and  untruthful;  some  change  in  disposition  and 
lose  their  memory.  Abnormal  perspiration.  Loss  in  weight  and 
also  rise  in  temperature. 

The  PROGNOSIS  is  better  in  children  than  in  adults,  but, 
nevertheless,  doubtful. 

The  TREATMENT  with  tliyroid  gland  (iodothyrin)  may  be 
tried.  Considerable  benefit  is  sometimes  derived  from  the  pro- 
longed use  of  small  doses  of  arsenic,  atropin,  and  ergo  tin  (in 
anemia  in  conjunction  with  iron).  Good  results  are  also  ob- 
tained from  electricity  and  change  of  air  (mountains).  Quite 
often  everything  fails.  The  patient  must  be  kept  from  psy- 
chical alterations,  overexertion,  etc. 

Struma  [Goiter]  may  be  congenital  in  nature,  particularly 
in  countries  where  goiter  is  endemic.  It  is  rarely  so  severe  as 
to  require  treatment.  Cases  do  occur,  however,  in  which 
asphyxia,  cyanosis,  severe  dyspnea,  etc.,  demand  immediate  op- 
eration. Otherwise,  an  expectant  plan  of  treatment  is  usually 
indicated,  for  the  struma  generally  disappears  spontaneously 
after  a  few  weeks  or  months.  Sometimes  struma  also  develops 
in  the  first  few  years  of  life,  but  more  frequently  in  school  chil- 
dren from  8  to  14  years  old,  particularly  in  girls.  Struma  fol- 
licularis  cystica  is  most  commonly  observed  and  other  varieties 
more  rarely.  The  disfigurement  occasionally  leads  the  patient 
to  the  physician.  On  the  other  hand,  d3^spnea  and  asthmatic 
attacks  (also  sudden  death)  may  occur  from  compression  of  the 
trachea;  headache,  dizziness,  and  tinnitus  aurium  from  passive 
congestion  of  the  blood-vessels;  and  paralysis  of  the  vocal  cords 
from  pressure  against  the  nerves. 

The  TREATMENT  consists  in  the  employment  of  iodin  ex- 
ternally   (iodin  ointment)    and   internally    (potassium  iodid), 
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and  also  the  administration  of  thyroid  gland  preparations  [e.g., 
iodothyrin],  which  are  very  effective.  Operative  interference 
is  now  and  then  indicated. 

There  are  also  transitory  forms  of  struma,  e.g.,  in  pertus- 
sis, from  singing  and  crying,  too  tight  clothing  aronnd  the  neck, 
too  forcible  twisting  of  the  neck  backward  in  school,  etc. 
Strumitis  occuTS  in  children  as  in  adnlts,  e.^.^  metastatic  stru- 
mitis. Baginsky  once  saw  suppuration  of  the  thyroid  in  erysipe- 
las. Accessory  strumas  also  are  observed,  particularly  on  the 
neck.    Seldowitsch  once  observed  it  at  the  root  of  the  tongue. 

Tumors  of  the  Thyroid  Gland. — Carcinomas,  adenomas,  and 
syphilitic  gummata  of  the  thyroid  gland  are  occasionally  met 
also  in  children.  Besides  these,  tuberculosis  of  the  thyroid  has 
been  observed.  As  to  the  occurrence,  etc.,  of  struma  see  page 
293. 

Diseases  of  the  Thymus  Grland.^The  thymus  gland  is  situ- 
ated in  the  anterior  mediastinum;  its  functions  are  as  yet  ob- 
scure. It  is  small  in  the  newborn,  grows  larger  up  to  the  end 
of  the  second  year,  remains  unchanged  until  the  ninth  or  tenth 
year,  and  gradually  diminishes  in  size  until  puberty,  when  it 
either  disappears  entirely  or  nearly  so.  Its  weight  varies 
greatly  (between  5  and  25  grams  [3j  and  5vj]).  This  organ 
shows  at  times  certain  pathological  changes.  It  may  become 
hyperemic  or  hemorrhagic  as  a  result  of  a  hemorrhagic  diath- 
esis, lung  or  heart  disease,  pertussis,  rubeola,  diphtheria,  suf- 
focation, drowning,  or  asphyxia  neonatorum.  It  is  subject  to 
inflammation  (tliymitis),  which  may  lead  to  suppuration  and 
multiple  abscesses  (in  pyemia,  syphilis).  Tuberculous  processes, 
tubercles,  and  caseation  may  also  be  detected.  These  processes 
are  rarely  primary,  but  are  usually  secondary  to  general  miliary 
tuberculosis.  Finally,  it  may  harbor  tumors  (sarcomas  or  car- 
cinomas) and  give  rise  to  mediastinal  growths. 

But  all  this  is  not  of  common  occurrence,  and  is  diagnosed 
with  diijficulty,  for  in  diseases  of  the  thymus  the  functional  dis- 
turbances usually  escape  notice,  or  at  most  make  themselves 
conspicuous  only  by  enlargement  of  the  organ  {e.g.,  in  tumor 
formation)  and  certain  secondary  manifestations,  such  as  dysp- 
nea, rapidly  increasing  dullness  on  percussion,  dilatation  of  the 
veins  of  the  neck,  dislocation  of  the  heart,  accentuation  of  aus- 
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cultatory  signs  of  the  heart  and  lungs,  arching  and  distension 
of  the  thorax,  etc.  More  frequently  simple  hypertrophy  of  the 
thymus  is  met,  which  is  sometimes  inflammatory  in  nature 
(adhesions  to  neighboring  organs)  or  sometimes  of  obscure 
origin.  The  hyper^^lasia  may  assume  considerable  dimensions, 
and  give  rise  to  more  or  less  severe  manifestations  through 
congestions  due  to  pressure  of  the  gland  against  blood-vessels, 
nerves  (cardiac  and  laryngeal  branches  of  the  vagus),  trachea, 
and  bronchi. 

In  former  times  a  great  deal  of  stress  was  laid  upon  hyper- 
plasia of  the  thymus  gland  as  a  cause  of  spasmus  glottidis 
("asthma  thymicum" ) ;  it  has,  however,  been  demonstrated 
that  other  etiological  factors  play  a  more  important  role.  It  is, 
at  any  rate,  certain  that  enlargement  of  the  organ  interferes 
with  respiration,  and  may  give  rise  to  symptoms  of  stenosis 
(also  to  the  so-called  "inspiratory  stridor  of  sucklings,"  which  is 
often  mistaken  for  laryngospasm);  furthermore  that  danger  of 
suffocation  may  readily  supervene  (acute  turgescence  of  the 
enlarged  organ)  and  cause  death  (thymus  death)  in  small  chil- 
dren. Indeed,  hypertrophy  of  the  thymus  (see  "Status  Lym- 
phaticus")  is  often  all  that  is  found  on  postmortem  examina- 
tions; sometimes  also  the  site  of  compression  of  tlie  trachea  is 
visible.  These  deaths  are  often  a  mystery  without  a  post- 
mortem examination,  owing  to  the  fact  that  they  not  infre- 
quently strike  apparently  healthy  children,  for,  as  mentioned 
before,  the  hypertrophy  of  the  thymus  is  rarely  discernible  un- 
less acute  turgescence  happens  to  set  in  and  can  only  occa- 
sionally be  proven  by  objective  signs.  Indeed,  distinct  dullness 
may  now  and  then  be  elicited  behind  the  upper  portion  of  the 
sternum,  but  this  may  equally  as  well  be  due  to  swelling  of  the 
bronchial  glands."  Biedert  mentions,  as  a  special  sign  of  the 
latter,  marked  predominance  of  dullness  on  one  side,  particu- 
larly the  left;  furthermore  that  the  dullness  ends,  as  a  rule,  at 
about  the  second  rib,  and  is  often  also  demonstrable  on  the  back 
between  the  scapulae;  it  is,  in  addition,  distinguished  by  the 
presence  of  swollen  lymph-glands  in  the  lateral  lower  region  of 
the  neck,  which  ma}''  sometimes  be  seen  to  continue  deeph'  down 
between  the  clavicles  and  the  side  of  the  sternum.  The  thvmus 
gland  may  occasionally  also  be  felt  as  an  arched  elastic  swelling 
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in  the  middle  line  above  the  ineisnra  sterni,  which  may  ascend 
more  or  less  up  to  the  thyroid  gland. 

Eauchfuss  seeks  the  cause  for  the  sudden  death  in  the  ob- 
struction of  the  air-passage.  Demme,  on  the  other  hand,  in 
stasis  of  the  blood  and  compression  of  its  vessels.  Pott,  more- 
over, in  the  encroachment  upon  the  nerves;  but,  after  the  es- 
tablishment of  such  an  impaction  of  the  enlarged  organ  in  the 
upper  part  of  the  thoracic  cavity,  sudden  death  is  probably  due 
to  all  the  causes  combined. 

Pott,  who  has  repeatedly  observed  the  course  of  these  fatal 
attacks  of  asphyxia,  describes  them  as  follows:  The  children 
bend  their  heads  suddenly  backward — owing  to  resulting  ex- 
cessive lordosis  of  the  cervical  region  of  the  spine  there  is  pres- 
sure of  the  thymus  against  the  trachea;  make  soundless,  gasp- 
ing, inspiratory  movements;  the  eyes  are  turned;  the  face  is 
black  and  blue;  the  cyanotic  tongue  is  impacted  between  the 
jaws;  the  veins  of  the  neck  swell;-  the  hands  are  clinched;  the 
forearms  pronated  and  abducted;  the  legs  stretched;  the  large 
toes  abducted  and  flexed  backward;  the  spine  arched  backward; 
the  hearths  action,  heart-sounds,  and  pulse  cease  immediately 
with  the  onset  of  the  attack;  after  a  few  more  futile  inspira- 
tory movements  the  face  turns  ash-gray  and  the  child  is  a 
corpse  in  one  or  two  minutes  at  the  latest.  Pott  believes  to  have 
felt  the  vocal  cords  closely  together  in  the  median  line ;  but  he 
nevertheless  concedes  that  death  is  caused  by  heart-failure,  and 
not  by  closure  of  the  glottis,  for  he  twice  performed  immedi- 
ate tracheotomy  by  one  incision  without  any  benefit.  Biedert  is 
nevertheless  of  the  opinion  that  closure  of  the  glottis,  through 
suifocation-stasis  in  the  heart  and  thymus,  might  be  responsible 
for  the  attack  and  its  serious  consequences. 

In  the  TREATMENT  of  an  attack,  immediate  tracheotomy 
or  intubation  must  at  any  rate  be  thought  of.  If  thymus  hyper- 
trophy can  be  detected  beforehand,  an  attempt  may  be  made  to 
remedy  it  by  energetic  antiphlogosis  by  ice,  gray  ointment,  cal- 
omel internally,  and,  in  strong  children,  a  few  leeches.  In 
chronic  cases  iodin  (solution  or  salve),  also  soap  inunctions 
over  the  thorax  {^/^  to  1  teaspoonful  daily),  may  be  tried.  Ee- 
cently  successful  attempts  have  been  made  to  treat  disorders 
attributable  to  hyperplasia  of  the  thymus  by  surgical  means; 
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Eolm  was  first  to  fix  the  thymus  to  the  sternum;  Koenig  I'c- 
seeted  first  the  greater  part  of  this  organ  and  lately  Purrucker 
removed  even  the  entire  gland. 

Status  Lymphaticus  [Lymphatism]. — In  sudden  deaths  of 
previously  healthy  children  certain  regularly  recurrent  anoma- 
lies with  no  gross  organic  alterations  were  recently  found  on 
postmortem  examination  which  were  designated  as  status  lym- 
phaticus. The  pale,  pasty-looking  children,  at  times  also  pre- 
senting signs  of  rachitis  or  scrofula,  showed  first  an  hyperplasia 
of  lymphatic  tissue — viz.,  enlargement  of  the  spleen  with  dis- 
tinct follicles,  swelling  of  the  follicles  upon  the  dorsum  of  the 
tongue,  the  lymphatic  pharyngeal  ring,  the  peripheral  l3^mp]iatic 
glands,  and  the  follicles  of  the  intestinal  walls,  but  principally 
enlargement  of  the  thymus  gland  (q.v.).  While  such  sudden 
deaths  were  formerly  attributed  to  compression  of  the  air-pas- 
sages by  an  enlarged  thymus  gland,  there  is  now  a  disposition 
to  refer  them  to  the  entire  status  lymphaticus,  the  inherent  con- 
stitution of  the  body,  since  status  lymphaticus  predisposes  to 
syncope  and  paralysis  of  the  heart.  Death  may  occur  without 
apparent  reason  as  the  result  of  slight  causes  which  produce 
psychical  exci.tement,  a  shock,  and  are  of  no  consequence  in 
healthy  children,  but  are  fatal  in  those  affected  by  status  lym- 
phaticus. Thus,  a  serum  injection  (case  of  Langerhans),  wet 
packs  (in  prurigo,  case  of  Escherich),  narcosis,  etc.,  may  produce 
sudden  death.  In  the  same  manner  many  deaths  in  diphtheria 
and  in  laryngospasm,  to  which  children  witli  status  lymphaticus 
are  greatly  predisposed,  may  be  explained.  Some  children  are 
found  dead  in  the  morning  after  having  retired  apparently 
well  the  night  before.  The  cases  mentioned  serve  as  a  warning 
to  proceed  carefully  in  the  employment  of  even  small  thera- 
peutic measures  in  children  in  whom  status  lymphaticus  is  sus- 
pected. 

Scrofula.  —  The  clinical  symptom-complex  of  scrofula  is 
generally  characterized  by  great  vulnerability  of  various  tissues 
of  the  body,  particularly  of  the  glands,  skin,  mucous  mem- 
branes, organs  of  sense^  and  bones.  It  is  manifested  by  simul- 
taneous or  successive  development  of  chronic,  frequently  re- 
curring inflammations  which  have  a  great  tendency  to  hyper- 
plasia and  caseous  degeneration.     Tubercle  bacilli  are  often 
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found  in  the  abscesses.  Scrofula,  however,  is  by  no  means 
identical  with  tuberculosis,  and  not  all  children  are  tuberculous 
or  later  become  so,  although  tuberculosis  is  prone  to  occur  in 
a  great  number  of  cases.  The  tubercle  bacilli  which  enter  the 
bady  in  some  way  or  other  undoubtedly  find  a  very  favorable 
soil  in  the  products  of  scrofula,  which  are  disposed  to  decay. 
The  nature  of  scrofula  is  as  yet  quite  unknown.  It  is  certain, 
however,  that  scrofula  is  very  frequently  hereditary  (the  pa- 
rents are  scrofulous,  tuberculous,  or  sjrphilitic)  ;  that  it  often 
attacks  children  reared  under  bad  hygienic  conditions,  such  as 
moldy,  dark,  damp  dwellings;  improper  feeding;  bad  care  of 
the  skin,  etc.,  and  those  with  an  inherent  diathesis  to  certain 
diseases,  such  as  pertussis  and  measles;  and  that  it  is  prone  to 
develop  after  vaccination.  Scrofulous  children  are  rarely  (at 
most  in  the  beginning)  of  blooming,  healthy  appearance.  On 
the  contrary,  with  their  pale,  partly  swollen,  sometimes  fat, 
flabby  face,  they  present  the  so-called  ^'torpid  habitus/'  This, 
in  conjunction  with  the  thick  nose;  thick  upper  lip,  which  is 
reddened  and  excoriated  bj  an  acrid  nasal  discharge;  thick  and 
red  eyelids,  which  are  spasmodically  closed  by  every  ray  of  light; 
and  eczematous  face,  which  is  covered  by  yellowish-green  scabs' 
(papules,  vesicles,  and  pustules),  often  render  the  diagnosis  easy 
by  mere  inspection. 

Swelling  of  the  lymph-glands,  particularly  of  the  neck, 
inguinal  and  more  rarely  of  the  axillary  regions,  is  the  first 
symptom  of  scrofula.  Eoundish,  pea-  to  hazel-nut  or  hen-egg 
sized,  painless,  glandular  nodules,  which  are  movable  under  the 
skin,  are  particularly  observed  under  the  jaw,  on  the  sides  of 
the  throat,  and  on  the  upper  portion  of  the  neck.  It  must  be 
remembered,  however,  that  moderate  swelling  of  the  cervical, 
occipital,  and  auricular  glands  may  occur  independently  of 
scrofula  from  irritation  during  dentition;  eczema  of  the  face 
and  head  [naso-pharyngeal  catarrh],  etc.;  slight  injuries,  such 
as  piercing  the  ears;  and,  finally,  from  leukemia  and  pseudo- 
leukemia. The  scrofulous  glandular  enlargements  usually  per- 
sist for  months  or  even  years,  often  in  conjunction  with  other 
symptoms  of  scrofula,  and  either  subside  gradually  or,  more 
often,  develop  into  extensive,  hard,  painful  infiltrations.  The 
latter  gradually  redden,  fluctuate,  and,  notwithstanding  spon- 
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taneous  or  artificial  evacuation  of  tlieir  contents,  rarely  cica- 
trize, but,  on  the  contrary,  very  often  give  rise  to  ulcers  vrith 
undermined  edges,  which  heal  with  difficulty,  and  usually  not 
until  extirpated,  leaving  ugly,  ropolike  cicatrices. 

The  skin,  subcutaneous  tissue,  and  mucous  membranes  are 
the  next  most  frequent  seats  of  predilection  for  the  disease.  The 
external  skin  is  most  frequently  affected  by  chronic  eczema, 
particularly  of  the  face,  ears,  and  head;  also  by  ecthyma,  for 
example,  of  the  back  and  nates,  with  slowly  healing  ulcerations. 
In  the  subcutaneous  connective  tissue  there  are  found  circum- 
scribed hazel-nut  sized  infiltrations,  which  almost  always,  al- 
though usually  very  slowly,  suppurate  and  thereby  produce  cold 
abscesses. 

Finally,  scrofula  of  the  mucous  membranes,  particularly 
of  the  nose,  ears,  and  eyes,  is  manifested  by:  (a)  Chronic 
rhinitis  with  reddening  of  the  mucous  membrane;  excoriations, 
swelling,  and  thickening  of  the  external  surface  of  the  organ; 
and  discharge  of  a  sero-purulent  secretion,  which  dries  and 
obstructs  the  nares  by  yellowish-green  scabs,  (h)  Chronic  con- 
junctivitis, very  often  with  formation  of  phlyctenular  on  the 
corneal  border;  strong  lacrymation;  marked  photophobia;  fre- 
quently also  blepharo-adenitis,  giving  rise  to  a  tendency  to  cha- 
lazion formation,  madarosis,  and  callous  thickening  of  the  edges 
of  the  lids,  (c)  Fetid,  sero-purulent,  usually  bilateral,  otorrhea, 
sometimes  as  a  result  of  chronic  inflammation  of  the  external 
auditory  meatus,  but  also  caused  by  otitis  media,  caries  of  the 
petrous  portion  of  the  temporal  bone,  or  rupture  of  a  glandular 
abscess  in  front  or  back  of  the  ear  into  the  meatus. 

All  these  affections  may  gradually,  usually  after  years, 
cause  deeper  destructions  by  spreading  to  the  neighboring 
structures.  Thus,  the  rhinitis  may  spread  to  the  perichondrium 
and  nasal  cartilage,  to  the  periosteum,  muscles,  and  nasal 
bones  and  produce  fetid  suppuration,  necrosis,  and  ulcerative 
destruction  and  considerable  deformity.  Indeed,  it  may  spread 
even  to  the  cribriform  plate  and  meninges  (lethal  meningitis). 
Or,  beginning  with  the  nasal  cavity,  it  may  cause  carious  per- 
foration of  the  hard  palate;  so  that  the  oral  and  nasal  cavities 
communicate.  The  conjunctivitis  may  spread  to  the  cornea  and 
cause  opacity  and  ulceration.    Even  with  a  favorable  course,  the 
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opacities  may  not  rarely  persist  for  a  long  time  or  be  perma- 
nent; while  with  an  unfavorable  course  they  may  terminate  in 
perforation^  staphyloma,  panophthalmitis  and  atrophy  of  the 
eye.  The  external  ear  trouble  may  spread  to  the  tympanum, 
the  mucous  membrane  of  the  tympanic  cavity,  or  even  to  its 
osseous  border;  finally,  to  the  petrous  portion  and  the  entire 
mastoid  process.  Ejection  of  small  pieces  of  bone  and  even  of 
the  auditory  ossicles  may  also  occur.  Sometimes  profuse  hem- 
orrhages, development  of  fistulous  tracts,  and  spreading  to  the 
petrosal  sinus  (meningitis,  pyemia)  supervene. 

Other  mucous  membranes  also  may  become  affected:  (a) 
The  throat:  there  may  be  a  tendency  to  angina,  chronic  phar- 
yngitis, hypertrophy  of  the  tonsils,  and  adenoid  vegetations. 
(h)  Genitalia:  colpitis  (vaginitis),  (c)  Air-passages:  bron- 
chial catarrhs,  pneumonia,  and  stubborn  affections  of  the  air- 
passages  leading  to  hyperplasia  of  the  bronchial  glands,  (d) 
Intestines :  diarrheas,  which  are  usually  very  refractory  to 
treatment.  There  is  a  greater  disposition  to  hyperplasia  of  the 
mesenteric  glands,  which  are  very  prone  to  undergo  caseation 
and  to  form  a  nidus  for  miliary  tuberculosis. 

Tlie  third  seat  of  predilection  is  the  bony  system.  Localiza- 
tion is  usually  earliest  in  the  phalanges  of  the  fingers  and  toes 
and  the  metacarpal  and  metatarsal  bones.  In  the  phalanges 
scrofula  manifests  itself  by  hard,  gradually  enlarging,  at  first 
painless,  normally  colored,  olive-shaped  swellings  (spina  ventosa 
s.  pedartlirocace),  which  often  persist  for  months,  until,  finally, 
the  skin  reddens  and  opens  at  one  or  more  places,  permitting 
the  escape  of  a  thin,  purulent  secretion  from  the  fistulous 
tracts.  The  metacarpal  and  metatarsal  bones  sometimes  un- 
dergo a  similar  destructive  process.  These  extensive  inflamma- 
tions (osteomyelitis)  starting  from  the  interior  of  the  bone,  are 
very  obstinate,  inasmuch  as  the  periosteum  constantly  generates 
new  lamellae  from  without,  which  are  again  destroyed  from 
within.  Furthermore  they  are  frequently  undoubtedly  tuber- 
culous in  nature,  i.e.,  secondarily;  originally  being  purely  scrof- 
ulous inflammation.  They  eventually  also  affect  the  long,  tubu- 
lar bones;  vertebras  (spondylitis) ;  also  the  cranial  bones,  the 
sternum,  and  ribs,  and,  finally,  the  joints,  particularly  of  the 
elbow,  hip,  and  knee  (ankylosis  of  the  joints,  deformities). 
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Tlie  PEOGXosis  is  relatively  most  favorable  in  spina  ven- 
tosa  and  caries  of  the  tubular  bones.  Here,  after  several  years' 
persistence,  elimination  of  the  osseous  particles  with  cicatriza- 
tion sometimes  takes  place.  Even  here,  however,  after  pro- 
longed suppuration  there  is  danger  of  hectic  fever,  cachexia, 
and  amyloidosis.  This  danger  is  still  greater  in  scrofula  of 
other  localities,  owing  to  the  development  of  very  severe 
sequelas,  as  a  result  of  extension  to  neighboring  parts — e.g.,  in 
caries  of  the  vertebrae  (involvement  of  the  spinal  cord  and  its 
membranes)  ;  in  caries  of  the  ribs  and  sternum  (implication  of 
the  mediastinum  and  pleura)  ;  in  caries  of  the  cranial  bones 
(encroachment  upon  the  brain,  ear,  etc.).  Such  severe  processes, 
however,  are  not  frequent  under  early  and  suitable  treatment. 
The  process  is  often  limited  from  the  beginning  to  single  organs; 
thus,  to  glandular  swelling,  with  or  without  blepharitis  and  skin 
eruptions,  or  to  a  combination  of  rhinitis  and  spina  ventosa,  etc. 
As  long  as  scrofula  is  limited  to  chronic  inflammation  of  soft 
structures  (glands,  skin,  and  mucous  membranes),  the  prognosis 
regarding  life  is  favorable;  it  is,  of  course,  also  doubtful  owing 
to  possible  extension  to  more  delicate  parts.  If  bones  and  joints 
are  affected  the  prognosis  is  bad. 

Teeatmext. — The  patients  should  first  of  all  be  placed 
under  the  most  favorable  conditions  in  regard  to  air  (healthy, 
light,  airy,  well-ventilated  dwellings;  sent  several  years  in  suc- 
cession for  six  to  eight  weeks  at  a  time  to  the  country,  sea- 
shore, or  mountains),  nutrition  (strengthening,  mixed  diet),  care 
of  the  skin,  etc.  This  is  often  sufficient  to  cure  mild  forms  of 
scrofula.  If  this  is  not  within  the  reach  of  the  patient,  substi- 
tution, which  is  not  as  beneficial,  should  be  tried.  Salt  baths 
at  home  (from  1  to  5  pounds  of  sea  or  Strassfurter  salt,  also 
with  the  addition  of  from  1  to  2  pounds  of  motherh'e — e.g.,  of 
Kreutznach),  but  only  every  two  to  three  days,  as  they  are 
otherwise  injurious.  Of  drugs,  iodin  is  the  best;  also  in  com- 
bination with  iron.  It  must  be  administered  for  months  (see 
^'lodid  of  Iron,"  "Iodin,''  and  "Iron").  In  slim  children  cod- 
liver-oil  acts  splendidly,  but  it  should  be  given  only  in  the  winter, 
in  teaspoonful  doses  from  two  to  three  times  a  day,  the  dose 
to  be  gradually  increased  to  a  tablespoonful.  In  summer  lipanin 
instead  of  codliver-oil,  in  similar  doses.     Malt-extract  or  malt- 
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beer  is  also  quite  useful.  Some  practitioners  have  seen  good 
results  from  creosote  (q.v.)  and  creosotal  (q.v.),  and  recently 
from  myelen  [ichthalbin  (q.v.)'].  All  artificial  nutrient  prepa- 
rations enumerated  under  anemia  (q.v.)  are  useful  also  in 
scrofula,  besides  symptomatic  treatment,  e.g.,  of  the  anorexia 
by  orexin  tannate  and  of  the  glandular  swellings  by  massage 
with  iodin  or  iodoform  ointment  or  iodof orm-vasogen ;  soft 
soap  inunctions  may  be  tried  (from  1  to  2  teaspoonfuls).  The 
soap  should  be  rubbed  in  once  a  day  in  different  regions.  At- 
tention should  be  paid  to  the  rhinitis,  eczema,  etc. 

Addison's  Disease  [Bronzed  Skin]  is  very  rare  in  children. 
Monti  found  only  11  cases  in  children  among  the  290  cases  of 
all  ages  so  far  recorded.  One  was  3  and  one  11  years  old;  the 
others  were  older.  Since  then  (1878)  a  few  more  cases  have 
been  reported,  1  by  Bar  and  Grandhomme  (^^  Addison's  Disease 
in  the  Newborn,  with  Hematuria,  Without  Changes  in  the  Su- 
prarenal Capsules '').  The  symptoms,  prognosis,  etc.,  are  the 
same  as  in  the  adult.  Tuberculosis  of  the  suprarenals  (once 
carcinoma  of  this  organ)  is  a  more  frequent  etiological  factor 
in  children  than  in  adults.  It  is  practically  incurable.  The 
future  may  yet  enlighten  us  as  to  the  value  of  suprarenal  ex- 
tract. The  gastro-intestinal  symptoms  and  the  spasms  which 
usually  predominate  in  this  disease  must  be  combated  symp- 
tomatically.  As  a  rule,  death  occurs  very  rapidly  and  at  times 
even  suddenly. 


Diseases  of  the  Uro-Genital  System. 


Congenital  Malformations,   etc.   (see  pages  75  et  seq.). 

Nephritis. — Postmortem  dissection  of  normal  or  slightly 
swollen  kidneys  of  many  children  reveals  a  more  or  less  exten- 
sive grayish  discoloration  of  the  cortical  substance.  This 
"  cloudy  swelling/^  which  may  finally  lead  to  fatty  degeneration, 
presents  during  life  only  a  slight  albuminuria  [small  hyaline 
casts  are  not  infrequent].  This  condition  is  observed  particu- 
larly in  small,  atrophic  children,  or  after  exhausting  diseases, 
especially  if  associated  with  great  loss  of  fluids,  such  as  dysen- 
tery, cholera,  general  tuberculosis,  etc.,  and  after  severe  acute 
infectious  diseases  such  as  pneumonia,  typhoid,  and  scarlatina. 
In  apparently  healthy  children  (occasionally  in  brothers  and 
sisters)  the  urine  sometimes  contains  albumin,  with  very  few,  if 
any,  organized  elements,  after  exercise,  sometimes  even  after 
changing  from  recumbent  to  an  erect  posture,  but  never  early 
in  the  morning.  It  disappears  after  prolonged  rest  in  bed — 
"  cyclical  albuminuria."  While  the  etiology  is  obscure,  the  sus- 
picion of  latent  nephritis  is  justifiable. 

Genuine  nephritis  in  children  is  very  rarely  chronic.  It  is 
usually  acute,  and  occurs  most  frequently  after  scarlatina. 
Scarlatinal  neplintis  will  therefore  be  taken  as  an  example  in 
describing  nephritis.  Scarlatinal  nephritis  is  usually  intersti- 
tial, while  diphtheritic  nephritis  is  more  parenchymatous.  A 
little  albumin  in  the  urine  is  occasionally  seen  in  the  incubation 
stage  of  scarlet  fever  and  sometimes  a  few  casts.  Not  infre- 
quently the  latter  alone  are  found.  In  severe  cases  of  scarlatina 
(otherwise  only  exceptionally)  pronounced  nephritis  is  seen  in 
the  first  or  second  week.  As  a  rule,  nephritis  occurs  rather  as  a 
sequel,  usually  on  the  twelfth  to  the  fourteenth  day  and  often 
not  until  three  weeks  or  four  to  six  weeks  after  eruption  of  the 
exanthema.    It  often  occurs  in  spite  of  the  most  careful  atten- 
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tion  and  nursing.  Nephritis  is  sometimes  quite  mild  and  tran- 
sient and  rapidly  subsides  (often  after  hours)  without  any 
symptoms.  Such  attacks,  however,  should  be  taken  seriously 
and  treated  property,  since  otherwise  severe  nephritis  not  rarely 
develops  later.  In  permanent  albuminuria,  even  if  severe  in 
nature,  weeks  may  pass  without  the  nephritis  causing  any  other 
symptoms  except,  perhaps,  gradually  increasing  pallor  of  the 
skin. 

Systematic  examination  of  the  urine  is,  therefore,  very  im- 
portant. The  urine  is  usually  found  to  be  scanty,  but  some- 
times copious.  It  generally  deposits  a  reddish-yellow  sediment, 
which  sometimes  may  be  observed  several  days  previous  to  the 
advent  of  albuminuria.  It  usually  contains  also  a  large  quantity 
of  urates,  some  red  blood-cells,  hyaline  casts,  leucocytes,  and  des- 
quamated epithelium.  These  may  not  rarely  escape  detection 
until  after  repeated  examinations.  More  frequently,  however, 
the  diagnosis  can  be  made  from  other  clinical  symptoms,  such 
as  peevishness,  anorexia,  and  headache.  The  disease  occasion- 
ally sets  in  with  complete  anuria,  which  may  last  twenty-four 
hours.  Edema  is  not  rare  at  this  time,  and  may  vary  in  in- 
tensity even  several  times  in  one  day.  It  sometimes  involves 
only  the  eyelids  and  backs  of  the  feet  and  the  knuckles,  but  it 
may  be  present  also  in  the  greater  portion  of  the  body.  Not  in- 
frequently it  is  barely  perceptible;  at  other  times  it  is  so  severe 
that  the  eyelids  cannot  be  opened  and  the  skin  of  the  thigh 
bursts,  macerates,  and  gives  rise  to  extensive  excoriations.  In 
these  cases  the  prognosis  is  unfavorable.  On  the  other  hand, 
the  edema  may  be  absent  during  the  entire  course  of  the  disease. 

During  the  later  stages  the  urine  is  almost  always  scanty 
(sometimes  strangury),  acid,  cloudy,  reddish  or  dark  yellow,  and 
very  often  contains  many  red  blood-corpuscles.  In  this  form  of 
hemorrhagic  nephritis  the  color  of  the  urine  is  cherry-gray  or 
black-red.  The  number  of  lymph-cells  and  desquamated  epithe- 
lial, hyaline  (covered  by  blood  and  epithelial  cells),  and  cylin- 
drical casts  gradually  increases.  It  may  here  be  mentioned  that, 
as  a  rule,  these  ingredients  are  seen  only  in  the  sediment. 
Therefore  the  urine  must  be  filtered  or  centrifuged  before  it  is 
examined.  Occasionally  the  urine  contains  also  uric  acid  crys- 
tals and  fatty  and  granular  detritus.    The  albumin  content,  the 


DISEASES   OF   THE   UROGENITAL   SYSTEM.  305 

color  of  the  urine,  and  the  quantity  of  the  organized  elements 
vary  greatly.  Nephritis  not  infrequently  manifests  itself  only 
by  the  abnormality  of  the  urine  just  mentioned  and  by  edema, 
while  the  general  condition  is  barely  disturbed.  Under  proper 
treatment  recovery  usually  takes  place  within  from  two  to  three 
weeks.  Eelapse,  however,  must  always  be  apprehended,  for  a 
recurrence  of  blood,  albumin,  and  edema,  even  if  only  of  short 
duration,  is  not  infrequent.  Therefore  the  'prognosis  should 
never  be  made  absolutely  favorable.  Even  with  complete  eu- 
phoria serious  symptoms,  such  as  uremia,  may  set  in.  The  prog- 
nosis should  be  guarded,  particularly  in  cases  with  extensive 
anasarca  and  scanty  urine,  even  though  the  general  condition  is 
good.  In  mild  cases,  also,  dropsical  effusions  in  internal  cavi- 
ties are  not  rare  (most  frequently  ascites,  more  rarely  pleural 
and  pericardial  effusion),  which  render  the  prognosis  consid- 
erably worse,  especially  if  ascites  is  associated  with  hydrothorax. 

A  pericardial  effusion  is  usually  observed  in  fatal  cases  in 
the  latest  stages.  Sudden  pulmonary  edema  is  the  most  dan- 
gerous complication  of  nephritis.  Edema  of  the  glottis  is  more 
rarely  observed.  Furthermore,  vomiting — which  is,  however, 
not  always  uremic  in  nature  nor  a  bad  sign — is  one  of  the  most 
frequent  symptoms.  There  is  usually  constipation,  but  rarely 
diarrhea.  If  the  latter  occurs,  caution  is  demanded,  since  ne- 
phritis is  occasionally  associated  with  diphtheritic  inflammation 
of  the  intestinal  mucosa,  which  may  run  a  more  or  less  latent 
course.  Fever  is  often  absent;  indeed,  the  temperature  is  oc- 
casionally subnormal.  It  may  be  present,  however,  either  only 
in  the  beginning  (from  101°  to  104°  "¥._  for  a  few  days)  or  for 
weeks,  with  a  normal  temperature  in  the  morning  and  exacerba- 
tions (from  101°  to  102  ^/^°  F.)  in  the  evening.  There  may 
also  be  ephemeral  febrile  attacks  with  an  otherwise  normal 
course.  Not  infrequently  the  fever  is  a  result  of  an  inflamma- 
tory complication  which  occasionally  may  accompany  even  the 
mildest  attacks  of  nephritis,  e.g.,  bronchitis,  pneumonia,  pleu- 
ritis  (often  the  cause  of  death),  rarely  peritonitis,  pericarditis, 
and  endocarditis.  The  latter  is  often  latent  and  escapes  super- 
ficial examination  of  the  heart. 

The  pulse  in  nephritis  is  not  rarely  slow  (even  as  low  as  48 
beats  to  the  minute),  but  it  is  very  intense  and  sometimes  irreg- 
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ular  even  without  any  anomaly  of  the  heart  or  disturbance  of 
the  general  health.  This  symptom  is  often  insignificant  and 
disappears  within  a  few  days  or  weeks.  It  may,  however, 
prove  to  be  the  onset  of  uremia.  Cardiac  debility  also  is  not 
rare.  It  is  particularly  to  be  apprehended  in  nephritis,  owing 
to  the  tendency  to  serous  exudations  and  consecutive  passive 
congestion  of  the  lesser  circulation,  which  may  readily  give  rise 
to  pulmonary  edema.  The  left  ventricle  very  often  becomes 
slightly  hypertrophied  and  dilated  during  the  course  of  ne- 
phritis. The  more  intense  the  nephritis  and  the  more  scanty 
the  secretion  of  urine,  the  more  rapid  the  development  of 
cardiac  complications.  On  the  other  hand,  mild  nephritis  usu- 
ally remains  free  from  them.  Acute  cardiac  hypertrophy  just 
referred  to  is  rarely  discernible  clinically;  indeed,  in  some  cases 
there  may  be  no  alteration  of  the  pulse;  on  the  other  hand,  the 
pulse  may  be  altered  without  any  anomaly  of  the  heart.  In  mild 
degrees  of  nephritis  the  cardiac  anomaly  usually  does  not  per- 
sist, or  it  is  gradually  equalized,  so  that  the  heart  is  later  per- 
fectly sound.  Uremia  (q.v.)  is  another  complication  that  must 
always  be  guarded  against  in  nephritis.  Even  in  the  mildest 
cases  the  duration  of  nephritis  is  from  two  to  three  weeks,  and 
usually  much  longer.  Transition  into  chronic  nephritis  is  rare; 
the  kidneys,  however,  remain  a  locus  minoris  resistentice  for 
years. 

Tkeatment. — First  of  all,  rest  in  bed  and  strict  diet.  The 
latter  should  at  first  consist  ol  milk  gruel  and  bouillon.  After 
from  two  to  three  weeks  some  white  meat  and  egg  may  be  al- 
lowed, but  no  tea,  coffee,  or  alcohol,  except  when  especially  indi- 
cated. In  the  absence  of  diarrhea  the  treatment  should  be 
begun  with  a  purge,  to  be  given  two  or  three  days  in  succession, 
such  as : — 

IJ  Infusi  sennse  compositi, 

Synipi  spinse  cervinae aa  25.0     [3vj]. 

M.  Sig:     One  teaspoonful  every  two  hours. 

This  treatment  is  often  sufficient  in  mild  cases.  It  may  be 
combined  with  a  diuretic,  especially  potassium  acetate  (q.v.), 
digitalis,  or  (in  anemic  and  debilitated  children)  with  decoction 
of  cinchona  (see  "  Potassium  Acetate '').    Diuretin  [or  theocin] 
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and  the  recently  recommended  uropherin  are  also  useful.  In 
addition  to  these,  Wildunger  or  Biliner  (from  2  to  4  wineglass- 
fuls  a  day).  Diaphoretics,  such  as  daily  warm  baths  (9G°  to 
100°  F.)  followed  by  rolling  the  patient  in  blankets  (pneumonia 
is  no  contra-indication),  and  also  pilocarpin  (q.v.)  may  be  tried. 
In  bloody  urine:  sesquichlorid  of  iron  (q.v.),  ergot  (q-v.),  tan- 
nin (q.v.),  or  quinin  tannate  (q.v.) ;  the  latter  two  drugs  may 
also  be  tried  in  otherwise  obstinate  cases  of  nephritis,  especially 
if  edema  is  not  pronounced.  Cupping,  from  six  to  ten  dry  cups 
over  the  region  of  the  kidney,  should  only  exceptionally  be  re- 
sorted to,  e.g.,  when  the  urine  is  very  scanty,  or  in  anuria  with 
fever,  or  (rarely)  in  severe  pain.  In  all  these  cases  venesection 
is  often  quite  effective.  Eegarding  the  treatment  of  uremia,  see 
next  page. 

Aside  from  scarlatina,  nephritis  also  occurs  in  other  dis- 
eases, particularly  in  diphtheria,  and  more  rarely  in  morbilli, 
varicella  (once  also  after  vaccination),  pneumonia  (pneumococ- 
cic  nephritis),  and  intestinal  catarrh  (bacterium  coli).  It  is 
also  occasionally  observed  in  intermittent  and  typhoid  fever,  in- 
fluenza, epidemic  parotitis,  pertussis,  erysipelas,  and  chronic 
eczema.  It  is  also  artificially  produced  by  the  internal  use  of 
potassium  chlorate,  turpentine,  cantharides,  antitoxin,  etc.;  by 
external  application  of  tar,  balsam  of  Peru,  tincture  of  iodin^ 
and  carbolic  acid.  "Catching  cold"  is  certainly  also  a  cause  of 
nephritis.  In  newly  born  infants  albumin  is  sometimes  found 
in  the  urine  without  any  apparent  cause.  It  usually  soon  disap- 
pears, but  it  is  sometimes  followed  by  severe  nephritis.  Chil- 
dren are  occasionally  affected  by  edema  (q.v.)  without  albu- 
minuria. 

Cheonic  Nephritis  is  rare  in  childhood.  It  is  usually 
caused  by  acute  nephritis,  syphilis,  and  tuberculosis.  The 
course  is  the  same  as  in  adults,  and  the  treatment  is  almost  the 
same  as  that  of  acute  nephritis. 

TJremia  is  not  a  rare  complication  of  even  mild  cases  of 
nephritis,  and  is  generally,  but  not  always,  preceded  by  marked 
diminution  of  the  urinary  secretion  up  to  complete  anuria.  Xot 
infrequently,  Avithout  any  prodromata  or  after  vomiting,  head- 
ache, dizziness,  sometimes  also  somnolence,  amblyopia,  retarda- 
tion and  arhythmia  of  the  pulse,  and  epileptiform  convulsions 
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of  variable  intensity  and  extension  set  in  and  recur  in  rapid 
succession  for  hours  or  days.  Occasionally  single  groups  of 
muscles  or  half  of  the  body  is  involved  and  not  rarely  the  con- 
vulsions are  general  and  violent.  During  the  attacks  there  is 
usually  total  loss  of  consciousness,  reflex  immobility  of  the 
pupils  and  often  high  fever,  sometimes  followed  by  sudden 
marked  drop  of  temperature,  up  to  fatal  collapse.  During  the 
intervals  there  is  either  complete  sopor  or  at  least  somnolence 
or  states  of  excitement,  raving,  or  happy  delirium. 

The  PROGNOSIS  is  generally  bad,  but  sometimes  [often]  is 
favorable  in  scarlatinal  nephritis.  Not  infrequently  deafness, 
amblyopia,  and  amaurosis  are  left  behind;  in  some  cases  these 
sequelae  may  disappear  after  hours  or  days  [see  page  183]. 
More  rarely  uremia  is  followed  by  aphasia,  hemiplegia,  ataxia, 
and  mental  weakness. 

Teeatment. — In  strong  children  with  tense,  hard  pulse: 
five  to  six  wet  cups  behind  the  ears  or  at  the  temples  (no  after- 
bleeding  is  to  be  allowed !),  or  venesection,  icebag  to  the  head, 
strong  purgation,  and  a  diaphoretic  (pilocarpin  hypodermically 
[theocin  by  mouth])  may  be  tried.  In  weak  patients:  stimu- 
lants, warm  baths,  with  subsequent  packing.  For  the  convul- 
sions also  chloral  hydrate  [morphin  (see  page  184)]. 

Pyelitis  and  Pyelonephritis  are  by  no  means  rare  diseases 
of  childhood.  They  often  occur  as  sequelae  of  cystitis  or  acute 
infectious  diseases,  such  as  scarlatina,  diphtheria,  variola,  chol- 
era Asiatica,  and  pyemia.  More  rarely  they  are  results  of  stones 
or  tumors  (tuberculous!),  and,  still  more  rarely,  they  develop 
idiopathically  ("catching  cold'^).  They  are  more  frequently 
seen  in  intestinal  affections,  either  mild  in  form,  as  in  dyspep- 
sias with  constipation,  or  severe  (almost  always  fatal),  as  in 
violent  summer  diarrheas  and  other  intense  gastro -intestinal 
affections.  The  bacterium  coli  is  frequently  found,  particularly 
in  girls,  as  the  exciter  of  pyelitis.  Infection  probably  takes 
place  from  without,  but  that  bacteria  migrate  from  the  intes- 
tines or  by  way  of  the  blood  is  also  quite  certain.  Pyelitis  some- 
times occurs  in  gonorrheal  vulvo-vaginitis. 

The  SYMPTOMS  [rigors,  high  and  fluctuating  temperature, 
frequent  and  scanty  urination,  pyuria,  pain  in  the  lumbar  re- 
gion; also  symptoms  of  nephritis,  which  is  the  principal  source 
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of  danger — Sheffield],  termination,  prognosis,  etc.,  of  pyelitis 
and  pyelonephritis  in  children  are  the  same  as  in  adults. 

The  TREATMENT  also  is  based  upon  the  same  principles: 
Thus,  elimination  of  the  fundamental  disease  if  possible;  rest 
in  bed;  milk  diet;  trial  with  tannin,  infusion  of  uva  ursi  folia, 
sodium  salicylate  [sodium  benzoate,  nrotropin],  salol,  but 
chiefly  drinking  of  Wildunger,  Vichy,  and  Ems  water;  narcot- 
ics, if  the  pain  is  severe. 

Hemoglobinuria  occurs  in  children  either  in  epidemic  form, 
as  Winckel's  disease  (q.v.),  or  sporadically  after  burns,  as  a 
result  of  poisoning  by  phosphorus,  potassium  chlorate,  arseni- 
ureted  hydrogen  gas,  carbolic  acid,  and  morels,  and  in  acute  and 
chronic  infectious  diseases,  such  as  scarlatina,  diphtheria,  ery- 
sipelas, intestinal  catarrh,  intermittent  fever,  and  hereditary 
syphilis.  Sometimes  it  is  hereditary.  In  other  cases  hemo- 
globinuria appears  in  paroxysms  (paroxysmal  hemoglohitiuria). 

The  ETIOLOGY  is  often  very  obscure.  Occasionally,  with 
initial  vomiting  and  chill  and  symptoms  indicating  a  state  of  a 
more  or  less  severe  ill  health,  a  dark  discoloration  of  the  urine 
suddenly  appears  in  the  previously  healthy  child.  The  color  of 
the  urine  is  mahogany-brown  to  black,  has  a  high  specific  grav- 
ity, and  forms  a  brownish  coagulum  on  boiling.  Microscopically 
the  urine  is  found  to  contain  brown  granules  and  several  hyaline 
casts,  but  no  red  blood-corpuscles.  The  spectroscope  reveals 
the  bands  of  hemoglobin.  It  is  occasionally  also  associated  with 
transient  exanthemata  of  different  nature  and  also  albuminu- 
ria. The  attacks  usually  last  several  hours,  during  which  time, 
the  little  patients  appear  very  sick;  they  are  cold,  cyanotic, 
peevish,  have  a  weak  pulse,  and  at  times  high  fever.  Grad- 
ually the  urine  becomes  lighter  and  the  other  s}anptoms  disap- 
pear, so  that  after  one  day  at  the  latest  there  is  complete  eu- 
phoria. The  attacks  are  sometimes  observed  to  occur  regu- 
larly after  exposure  to  cold  or  severe  muscular  exertion.  In 
paroxysmal  hemoglobinuria  the  children  must  be  guarded 
against  these  influences. 

The  TREATMENT  during  the  attack  consists  of  rest  in  bed 
and  a  copious  supply  of  liquids.  In  every  case  it  is  important 
to  inquire  as  to  the  existence  of  syphilis,  malaria,  etc.,  in  order 
to  remove  the  trouble  by  remedying  the  underlying  disease. 
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Stones  in  the  Kidney  [Eenal  Calculus,  Nephrolithiasis]  may 
occur  in  children  of  any  age  and  give  rise  to  symptoms  identical 
with  those  observed  in  the  adult.  [Sudden  attacks  of  pain  in 
the  lumbar  region,  shooting  down  along  the  course  of  the  ure- 
ters, and  extending  to  the  testicles,  groins,  and  thighs.  There 
may  be  vomiting,  nausea,  and  even  collapse.  The  urine  is  passed 
frequently,  in  small  quantities,  and  contains  blood.  The  urine 
may,  however,  be  normal  if  it  comes  exclusively  from  the  other 
free  kidney.  On  the  other  hand,  there  may  be  complete  anuria 
if  both  ureters  are  obstructed.  The  stone  may  sometimes  be- 
come impacted  in  the  ureter  and  give  rise  to  hydronephrosis  or 
pyonephrosis  or  even  pyelonephritis.  ■ —  Sheffield.]  It  is 
caused  by  an  hereditary  disposition,  uric  acid  diathesis,  im- 
proper feeding,  etc. 

In  the  TREATMENT  of  this  condition  it  is  important  to  regu- 
late the  diet  of  predisposed  children  and  to  avoid  digestive  dis- 
turbances. If  stones  are  present,  a  copious  supply  of  alkalies  in 
the  form  of  mineral  water  or  medicines  (sodium  bicarbonate  or 
lithium  carbonate  [piperazin]  ;  in  oxalate  calculi  sodiimi  phos- 
phate) is  most  effective.  Moderate  physical  exercise  (practice 
of  gymnastics)  to  stimulate  metabolism  may  be  recommended. 
In  renal  colic:  heat  (poultices,  baths),  opium  or  morphin  [co- 
dein  with  phenacetin],  chloral  hydrate  (internally  or  by  enema). 
[In  severe  cases  operation  is  indicated.] 

Movable  Kidney  [Ren  Mobilis].— Movable  kidney  occurs 
also  in  children;  it  is  only  occasionally  congenital.  Sometimes 
only  the  tendency  to  misplacement  of  the  organ  is  congenital — 
e.g.^  owing  to  very  long  renal  blood-vessels,  folding  of  the  peri- 
toneum, or  weak  condition  of  the  perirenal  connective  tissue. 
Slight  injuries,  such  as  a  kick  or  blow  in  the  loin  or  buttocks, 
brisk  jumping,  severe  physical  exertion,  obstinate  cough,  vomit- 
ing and  straining,  or  too  tight  lacing  (corset)  may  often  cause 
movable  kidney  at  an  early  age.  This  condition  can  usually  be 
remedied  by  a  well-fitting  abdominal  supporter. 

Tumors  of  the  Kidney. — Usually  the  greatest  variety  of 
medullary  myxosarcomata  and  cystosarcomata  are  found  in  chil- 
dren. Some  of  these  tumors  develop  during  intra-uterine  life 
and  grow  very  rapidly  after  birth,  often  reaching  an  enormous 
size.    Kidney  tumors  are  almost  always  unilateral;   the  urine, 
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therefore,  sometimes  manifests  no  characteristic  changes.  As 
they  can  rarely  be  outlined,  and  as  other  signs  are  usually  ab- 
sent except  that  the  intestines  are  pushed  forward  (so  that  they 
sometimes  contrast  by  sharp  contours)  and  that  symptoms  of 
bad  general  health,  emaciation,  etc.,  are  occasionally  present, 
the  diagnosis  can  frequently  not  be  made.  Tumors  of  the 
kidney  are  often  manifested  by  hematuria,  even  before  the 
tumor  is  palpable  and  while  the  general  condition  is  good.  If  a 
diagnosis  is  possible  the  tumor  should  immediately  be  extirpated 
(see  also  "Echinococcus'^).  The  results  of  an  operation  are 
sometimes  good,  but  more  frequently  there  is  a  recurrence. 

Cyclical  Albuminuria  ([Physiological]  or  Functional  Al- 
buminuria) affects  especially  young  individuals.  The  excretion 
of  albumin  in  the  urine  occurs  only  at  certain  times  of  the  day, 
especially  when  changing  from  rest  to  exercise.  Thus,  while 
the  urine  remains  free  from  albumin  during  rest,  it  appears  in 
the  morning  soon  after  rising  (orthotic  albuminuria  of  Ileuhner), 
increases  in  intensity  until  evening,  and  disappears  at  night. 
Under  proper  care  and  treatment  the  albumin  disappears  en- 
tirely after  a  time,  but  may  return  after  a  shorter  or  longer 
interval  (intermittent  form).  No  morphological  constituents 
are  found  in  the  urine,  and  no  evidences  of  any  organic  disease. 
The  patients  are  often  pale,  Aveak,  etc.,  but  are  otherwise 
healthy.  The  albuminuria  affects  the  system  very  little.  The 
nature  of  the  disease  is  as  yet  very  obscure.  In  some  cases  it 
was  preceded  by  a  diphtheritic  or  scarlatinal  nephritis,  which 
was  cured  long  before.  Sometimes  it  can  be  traced  to  a  family 
predisposition.  Heubner  looks  upon  cjx'lical  albuminuria  as  an 
expression  of  general  debility. 

The  PROGNOSIS  is,  in  general,  good,  but. must  be  given  with 
reserve,  although  thus  far  no  attacks  of  true  renal  disease  ever 
followed  [?]. 

Treatment. — Eest  in  bed  for  some  time;  living  in  dry, 
sunny,  airy  rooms  (country).  Avoidance  of  corporal  and  mental 
fatigue,  as  well  as  exposure  to  cold  (woolen  underwear!).  The 
diet  should  be  bland  and  nutritious  for  a  long  time.  Spices  and 
alcoholics  should  be  avoided.  Medicinally:  iron  [e.g.,  hemo- 
gallol,  and  alkaline  waters,  if  the  urine  is  of  high  specific  grav- 
ity.— Sheffield], 
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Diabetes  Mellitus  [Glycosuria]  is  not  at  all  rare  in  child- 
hood and  has  been  observed  even  in  the  first  month  of  life. 

Etiology. — Heredity  (neuropathic^  syphilitic),  traumatism 
(head),  severe  diseases,  especially  acute  infections  diseases,  pro- 
tracted gastro-intestinal  affections,  exposure  to  wet,  hydroceph- 
alus, and  syphilis. 

The  course  is  almost  the  same  as  in  adults,  but  frequently 
much  quicker  and  more  severe.  The  onset  is  often  very  sud- 
den; at  times  death  takes  place  within  a  few  days.  Some  cases, 
however,  run  a  slower  course,  up  to  two  years  (rarely  longer). 
There  are  usually  emaciation  in  spite  of  good  appetite,  dry  and 
hard  skin,  marked  increase  in  the  quantity  of  urine,  usually  with 
a  larger  quantity  of  sugar  than  in  adults,  enuresis  nocturna  and 
diurna,  change  in  disposition  (excitable  children  become  quiet 
and  silent),  frequent  pulse,  later  also  digestive  disturbances, 
skin  affections,  such  as  furunculosis,  abscesses  and  onychitis, 
cataract,  and  nervous  diseases.  Friedreich's  ataxia  is  fre- 
quently complicated  by  diabetes  mellitus.  Death  usually  takes 
place  from  exhaustion  or  intercurrent  diseases  (pneumonia)  and 
frequently  with  coma.  In  children  its  termination  in  phthisis 
is  rare. 

The  PROGNOSIS  is  unfavorable  and  recovery  rare. 

Treatment. — First  of  all,  strict  diet.  In  small  children 
milk  (sour  milk  may  be  tried),  also  amylaceous  food  (to  be  con- 
siderably restricted),  can  hardly  be  dispensed  with.  In  larger 
children  chiefly  meat,  with  spinach,  asparagus,  and  the  like 
[diabetin].  Fresh  water;  saccharin  instead  of  sugar;  Carlsbad 
water  (3  to  4  wineglassfuls  a  day);  also  natural  Carlsbad  salts 
with  sodium  bicarbonate  (V2  to  1  teaspoonful  twice  a  day).  In 
older  children  sodiiim  salicylate,  from  3  to  6  grams  [gr.  xlv  to 
5iss]  pro  die,  may  be  tried;  and  also  antipyrin.  Arsenic  is 
sometimes  effective  [as  are,  also,  hemogallol,  ichthalbin,  and 
cod  liver-oil]. 

Diabetes  Insipidus  is  rare  in  children,  but  has  been  ob- 
served in  infants  only  a  few  months  old. 

Etiology. — Heredity,  trauma  (head),  peripheral  injuries 
(once  it  was  caused  by  an  insect-bite),  brain  diseases  (tubercu- 
losis !),  syphilis,  alcoholism,  masturbation,  and  febrile  affections, 
such  as  infectious  and  gastro-intestinal  diseases. 
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The  SYMPTOMS  are  identical  with  those  in  the  adult.  Thus, 
excessive  thirst,  polyuria  [free  from  sugar],  dry  skin,  etc.  The 
course  is  very  protracted. 

The  PROGNOSIS  in  regard  to  permanent  recovery  is  very 
doubtful;  only  alcoholic  and  syphilitic  diabetes  insipidus  is 
easily  curable.  The  prognosis  regarding  fatal  issue  is  favorable. 
The  patients  often  remain  backward  in  development. 

Treatment. — Suitable  diet,  largely  of  meat;  plenty  of 
fresh  air,  with  moderate  exercise.  Carlsbad  water,  strychnin, 
ergotin,  or  belladonna  arc  sometimes  effective  (usually  tran- 
sient!) ;   sometimes  also  arsenic  and  opium. 

Cystitis  is  not  rare  in  children.  It  is  observed  even  in 
babies,  especially  those  who  are  atrophic  and  delicate.  It  is 
usually  secondary  to  concretions  (see  "Stones  in  the  Bladder''), 
foreign  bodies,  and  tumors  in  the  bladder,  or  inflammation  of 
the  kidney  and  the  pelvis  of  the  kidney  (on  the  other  hand,  neg- 
lected cj^stitis  may  extend  upward  through  the  ureter  and  cause 
pyelitis,  etc.),  urethra,  vulva,  and  vagina  (gonorrhea).  Cystitis 
occurs  also  in  severe  infectious  diseases,  e.g.,  scarlatina,  diph- 
theria, typhoid,  cholera,  and  tuberculosis.  It  may  follow  cathe- 
terization and  chemical  irritation  (cantharides,  balsams,  fresh 
beer!).  Invasion  of  the  bacterium  coli  commune  may  also  give 
rise  to  cystitis  (see  "Colicystitis")  ;  and,  finally,  general  or  local 
colds  (sitting  on  cold  stones,  grass,  etc.)  may  cause  it. 

The  symptoms  are  identical  with  those  in  the  adult.  Sensi- 
tiveness and  tenesmus  vesicae  (also  recti)  and  painful  micturi- 
tion— small  children  cry  before  voiding  a  few  drops  of  urine. 
Tlie  urine  is  cloudy,  acid,  neutral,  or  even  alkaline,  and  con- 
tains numerous  bladder  epithelia, — in  diphtheria  at  times  whole 
membranes,  —  pus-corpuscles,  frequently  mucous  shreds,  and 
rarely  traces  of  albumin.  The  urine,  by  irritating  the  external 
genitalia,  may  also  produce  moderate  leucorrhea  in  small  girls! 
In  acute  cases  there  are  more  or  less  fever  and  alteration  of  the 
general  health,  such  as  restlessness,  lack  of  appetite,  etc. 

Treatment. — A  laxative  (calomel),  rest  in  bed,  bland  diet, 
milk,  eggs,  and  abundance  of  plain  or  carbonic  mineral  water. 
To  relieve  pain  Priessnitz  compress  and  warm  baths,  or  sup- 
positories of  narcotics  [and  anodynes].  Internally  extract  of 
hyoscyamus    [urotropin],  uva   ursi   leaves,   salol    [sodium  ben- 
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zoate],  tannin,  potassium  chlorate,  or  sodium  salicylate.  In 
chronic  cases  local  irrigations  (from  two  to  three  times  daily 
by  means  of  Nelaton's  catheter)  with  lukewarm  solution  of  boric 
acid  (1  to  3  per  cent.),  ichthyol  (V2  per  cent.),  creolin,  lysol 
[or  tricresol  (V^  per  cent.)]  or  potassium  permanganate  (1  to 
1000). 

Colicystitis  is  a  very  frequent  disease  of  the  bladder,  espe- 
cially in  girls.  It  has  only  recently  received  deserving  attention 
(Escherich,  Trumpp).  It  is  chiefly  due  to  the  entrance  of  the 
bacterium  coli  commune  into  the  bladder.  There  are  two  vari- 
eties of  colicystitis.  A  mild  form,  which  is  distinguished  by 
local  symptoms,  such  as  troublesome  vesical  tenesmus;  sensi- 
tiveness over  the  region  of  the  bladder;  dustlike,  cloudy,  or 
finely  flocculated  urine,  which  is  either  normal  or  meat-juice- 
like in  color,  always  acid,  and  contains,  commensurately  with 
the  content  of  pus,  some  albumin  and  isolated  bladder  epithe- 
lia  in  addition  to  the  bacteria  just  named.  Eecovery  usually 
takes  place  within  from  one  to  two  weeks  after  proper  treat- 
ment (see  further)  and  often  also  spontaneously;  otherwise  it 
terminates  in  the  second,  or  severe,  form,  which,  aside  from  the 
local  symptoms  just  mentioned,  is  more  intense  {e.g.,  fetid  odor, 
larger  quantity  of  pus  and  albumin,  more  pronounced  cloudi- 
ness) ;  it  is  also  associated  with  general,  often  intense  symptoms 
which  greatly  undermine  the  patient's  health,  such  as  vomiting, 
anorexia,  and  high,  chiefly  intermittent,  fever.  The  course  of 
the  disease  is  very  obstinate,  often  lasting  weeks  and  months, 
but  with  proper  treatment  it  is  nevertheless  curable,  although  it 
is  very  frequently  accompanied  by  sequelae  and  danger  of  as- 
cending nephritis  (not  rarely  with  fatal  issue!).  Colicystitis 
occurs  often  secondarily,  notably  in  severe  enteritis,  under  which 
circumstances  it  sometimes  runs  a  latent  course.  Owing  to  the 
preponderance  of  female  patients,  it  was  originally  assumed 
that  the  bacteria  migrate  directly  through  the  short  and  wide 
female  urethra;  but,  as  boys  are  also  subject  to  it,  it  is  more 
likely  that  the  bacteria  enter  the  bladder  through  the  intestinal 
mucous  membrane,  which  is  not  intact  in  enteritis.  Some 
chronic  cachectic  conditions  following  intestinal  catarrh,  which 
are  at  present  looked  upon  as  anemia  or  hydrocephaloid,  may 
be  due  to  cystitis  or  pyelitis  produced  by  the  colon  bacillus. 
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The  niOGNOSis  is  favorable. 

Treatment. — Irrigation  of  the  bladder  with  from  50  to 
150  grams  [§ii-v], — depending  upon  the  capacity  of  the  bla(J- 
der, — of  a  ^/^  per  cent,  lukewarm  lysol  [or  tricresol]  solution 
to  be  retained  for  a  few  minutes.  Internally  salol,  0.25  to  0.5 
[gr.  iv-viij]  three  times  a  day  [and  urotropin]. 

Bacteriuria  refers  especially  to  the  presence  of  the  bac- 
terium coli  commune  in  the  urine  as  it  occurs  in  colicystitis 
(q.v.).  According  to  Nicolaysen,  this  bacterium  is  also  found 
in  some  cases  of  enuresis  (especially  diurnal),  so  that  a  certain 
as  yet  unknown  relationship  seems  to  exist  between  bdcteriuria 
and  incontinence  of  urine.  Rovsing  met  bacteriuria  in  two 
cases  of  renal  calculi.  The  urine  of  nephrolithiasis  should 
therefore  be  examined  for  bacteriuria,  and,  on  the  other  hand, 
on  finding  the  latter,  nephrolithiasis  should  always  be  sus- 
pected. 

Chyluria,  lymph  in  the  urine,  manifests  itself  as  a  milky 
cloudiness  and  is  frequently  observed  in  the  tropics,  caused  by 
the  Filiaria  sanguinis.  Bouchet  saw  it  once  in  a  Parisian  hys- 
terical girl,  15  years  of  age,  and  Jacobi  in  a  child  11  years  old 
(etiology  imknown).  [Caille  recently  saw  a  case  of  chyluria  in  a 
girl,  12  years  old,  born  and  raised  in  New  York.  The  etiology 
could  not  be  determined. — Sheffield.] 

Stones  in  the  Bladder  [Vesical  Calculi]  of  all  kinds — ^urates, 
oxalates,  phosphates — are  frequently  observed  in  children,  es- 
pecially in  boys,  from  2  to  7  years  of  age,  but  they  also  may  be 
seen  in  children  only  a  few  months  old.  As  a  whole,  the  symp- 
toms are  the  same  as  in  adults,  namely,  painful  urination,  se- 
vere vesical  tenesmus  (small  children  cry  continuously)  with  the 
escape  of  but  small  quantities  of  urine.  The  stream  of  urine 
is  often  interrupted  in  the  midst  of  urinating,  and  further 
urination  is  possible  only  in  certain  positions  of  the  body. 
Sometimes  there  is  complete  anuria,  which  may  continue  for 
several  days  and  cause  enormous  distension  of  the  bladder. 
Sometimes,  again,  there  is  continuous  dribbling  of  bloody  urine 
and  occasionally  passage  of  small  stones  or  impaction  of  a  large 
calculus  in  the  urethra.  In  the  latter  event  there  is  anuria, 
severe  pain,  edema  of  the  genitals,  and  not  rarely  also  reflex 
spasm  and  convulsions.    If  the  disease  is  of  long  duration  it  is 
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complicated  by  cystitis,  catarrh  of  the  renal  pelvis,  and  pro- 
lapsus ani.  Henoch  advises  search  for  stone  in  the  bladder  in 
every  case  of  persistent  prolapsus  ani,  especially  in  boys  who 
have  passed  beyond  the  period  of  second  dentition.  Finally 
elongation  and  hypertrophy  of  the  penis,  owing  to  frequent 
manipulation  during  urination,  and  pain,  which  is  often  local- 
ized chiefly  in  the  anterior  portion  of  the  urethral  canal,  are 
characteristic  symptoms.  Most  children  with  vesical  stones  are 
usually  very  much  debilitated.  In  large,  rough  stones,  which 
are  also  found  in  small  children,  pericystitis  and  also  fatal 
pelvic  abscesses  may  develop,  if  the  disease  is  not  diagnosticated 
and  treated  in  time.  In  every  case  of  suspected  vesical  calculus, 
particularly  in  every  case  of  chronic  dysuria  with  or  without 
cystitis,  an  exploration  of  the  bladder  with  a  sound,  best  done 
under  anesthesia,  should  be  made. 

In  mild  cases  the  same  (medicinal,  dietetic,  bath,  etc.) 
treatment  as  in  the  adult  should  be  employed.  As  a  rule,  how- 
ever, operative  interference  is  unavoidable.  Opinions  differ  as 
to  the  most  suitable  method  for  children.  The  majority  are  in 
favor  of  suprapubic  lithotomy,  but  other  methods  also  have 
strong  advocates. 

The  PEOGNOSis  is  always  dubious  even  after  operation.  It 
depends  upon  the  general  condition  of  the  patient  and  upon 
secondary  changes  in  the  bladder,  ureters,  kidneys,  etc. 

Prolapsus  (s.  Inversio)  Vesicae  Urinariae  through  the  ure- 
thra or  vagina  is  sometimes  observed  in  girls,  e.g.,  in  dysentery. 
It  manifests  itself  by  a  reddish  or  livid  tumor,  from  which  urine 
dribbles,  causing  urinary  disturbances.  It  is  usually  success- 
fully treated  by  reposition  and  suitable  bandaging  to  retain  the 
prolapsed  portion  in  place. 

Tumors  of  the  Bladder  are  very  rare  in  children.  They  may 
occur  either  secondarily  to  tumors  of  neighboring  organs,  e.g., 
carcinoma  of  the  prostate,  or  primarily,  particularly  in  the  form 
of  papillomata,  sarcomata,  myosarcomata,  and  occasionally  also 
carcinomata  and  fibromata.  The  symptomatology  is  identical 
with  that  in  the  adult.  It  is  often  mistaken  for  stone  in  the 
bladder. 

In  malignant  tumors  the  peognosis  is  naturally  bad. 

Treatment. — Extirpation  by  suprapubic  incision. 
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Spasm  of  the  Bladder  (Spasmus  Vesicae,  Cystospasm)  occurs 
at  times  in  the  newly  born  as  a  result  of  physiological  uric  acid 
infarct.  Later  in  life  it  is  due  to  an  abnormal  amount  of  uric 
acid  or  phosphates  in  the  urine,  to  renal  gravel,  flatulence,  cold 
{e.g.y  cold  baths),  and  drinking  of  fresh  beer.  It  may  occur  also 
in  hysteria  and  onanism.  It  manifests  itself  by  intense  pain. 
Small  children  become  restless,  cry,  draw  the  legs  up  against 
the  abdomen  spasmodically;  often  priapism  in  boys,  and  tem- 
porary anuria  (the  bladder  is  distended  with  urine).  It  is  dif- 
ferentiated from  intestinal  colic  by  the  absence  of  intestinal 
disturbance,  and  by  the  presence  of  distension  of  the  bladder. 
The  napkins  are  found  dry  for  an  unusual  length  of  time  and 
the  patient  does  not  obtain  relief  from  pain  until  after  the 
bladder  is  emptied.  It  must  be  learned  if  the  dysuria  is  due  to 
other  causes,  such  as  cystitis,  vesical  calculi,  phimosis,  etc. 

The  TREATMENT  cousists  of  Catheterization,  local  heat,  and 
narcotics  (suppositories).  [Abundance  of  water  with  alkaline 
diuretics;  small  doses  of  urotropin  and  hyoscyamus. — Shef- 
field.] 

Dysuria  is  usually  caused  by  concretions  in  the  urinary  sys- 
tem, but  the  passage  of  a  very  concentrated  acid  urine  through 
the  urethra,  during  high  fever,  may  also  give  rise  to  painful 
micturition.  The  same  is  the  case  in  cystitis.  Furthermore 
dysuria  may  be  produced  by  anomalies  of  the  external  genitals, 
such  as  phimosis,  atresia  of  the  glans  or  prepuce,  and  adhesion 
of  the  labia  minora,  gonorrhea  (male  or  female),  and  also  by 
other  forms  of  vulvitis  {e.g.,  following  scarlatina). 

[Anuria  (Idiopathic)  is  an  arrest  of  urinary  secretion, 
without  definite  cause.  It  is  to  be  distinguished  from  suppres- 
sion of  urine,  often  associated  with  renal  and  vesical  disease, 
and  from  retention  of  urine,  which  is  observed  in  acute  diarrhea 
with  copious  intestinal  discharges.  Idiopathic  anuria  seems  to 
be  of  nervous  origin.  I  recently  saw  a  case  of  this  form  of 
anuria  of  over  twenty-four  hours^  duration  in  a  boy  10  months 
old.  The  infant  was  otherwise  in  the  best  of  health.  On 
catheterization  the  bladder  was  found  empty.  According  to 
Holt,  this  condition  is  not  very  uncommon  in  infants  and  may 
continue  for  from  twelve  to  thirty-six  hours.  (See  also  ^^Cysto- 
spasm.") 
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Treatment. — Plenty  of  water,  alkaline  diuretics,  and  hot 
fomentations  over  the  kidneys. — Sheffield.] 

Hydronephrosis   (see  page  75), 

Polyuria. — Aside  from  polyuria  associated  with  diabetes, 
there  is  also  an  innocent  polyuria  which  occasionally  develops 
after  acute  infectious  diseases,  e.g.,  typhoid,  and  which  under 
certain  conditions  is  curable  by  rapid  elimination  of  certain 
effete  products.  Furthermore,  hereditary  polyuria,  which  in 
tiome  families  runs  through  several  generations,  is  not  injurious 
to  health.  Finally,  polyuria  may  be  a  symptom  of  localized 
cerebral  disease,  such  as  syphilis  or  tuberculosis,  and  of  rachitis. 

Enuresis  (Bed-wetting)  denotes  an  involuntary  voiding  of 
urine,  that  usually  occurs  in  the  night  (enuresis  nocturna),  either 
every  night  (as  a  rule,  once  or  twice  in  the  first  few  hours  of 
sleep  or  toward  morning)  or  at  intervals  of  days  or  weeks;  or, 
more  rarely,  during  the  day  (enuresis  diurna).  Enuresis  is 
rarely  caused  by  atony  of  the  sphincter  vesicae  (occurs  rather 
exceptionally  in  health}^  children),  more  frequently  by  general 
debility,  as,  for  instance,  after  severe  diseases,  notably  infec- 
tious diseases,  and  also  by  diseases  of  the  spinal  cord.  Enuresis 
usually  results  from  spasm  of  the  detrusors.  Sometimes  it  is 
merely  a  question  of  a  purely  functional  anomaly,  a  neurosis, 
which  is  characterized  by  an  increased  reflex  irritability  of  the 
muscles  of  the  bladder  and  sometimes  by  a  discernible  hyper- 
esthesia of  the  neck  of  the  bladder.  In  such  patients  there  are 
usually  an  hereditary  tendency  and  neuropathic  predisposition, 
and  not  infrequently  other  symptoms,  such  as  irritability,  in- 
creased patellar  reflex,  spasms,  psychical  alteration,  pavor  noc- 
turnus,  etc.,  are  present.  Also  psychical  irritability,  colds, 
masturbation,  and  the  like  sometimes  form  predisposing  causes. 
Enuresis  is  frequently  due  to  other  pathological  processes, 
which  act  reflexly  upon  the  muscles  of  the  bladder.  Thus,  it 
may  be  a  symptom  (sometimes  the  first)  of  diabetes  mellitus  or 
nephritis.  Overloading  of  the  urine  with  lithiates  or  phos- 
phates may  cause  enuresis  and  the  same  may  be  said  of  cystitis, 
vesical  or  kidney  stone,  tumors  of  the  bladder,  adhesions  of  the 
prepuce,  hypertrophy  of  the  clitoris,  phimosis,  epispadias,  hy- 
pospadias, stricture  of  the  urethra,  vulvo-vaginitis,  fissura  ani. 
proctitis,  gonorrhea,  accumulation  of  fecal  masses,  worms,  ade- 
noid vegetations,  and  undescended  testicle. 
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The  study  of  such  etiological  moments  is  very  important 
for  the  treatment,  as  enuresis  often  disappears  without  further 
treatment  after  removal  of  the  causes.  Therefore,  before  in- 
stituting any  method  of  treatment,  it  is  advisable  first  to  look 
for  the  causes  just  mentioned  and  carefully  to  examine  the 
whole  body.    Often  nothing  is  found. 

Treatment. — An  attempt  must  then  be  made  to  remedy 
the  enuresis  in  some  other  way.  This  is  not  very  difficult  in 
some  cases,  but  requires  a  great  deal  of  patience  in  others.  In 
atony  of  the  bladder  and  in  simple  nervous  predisposition  this 
is  usually  attained  internally  by  general  tonics  and  locally  by 
cold  spinal  douches  or  a  moderate  galvanic  current,  one  pole 
being  placed  on  the  symph3'sis  or  in  the  rectum,  the  other  on 
the  perineum.  Some  attribute  the  good  results  obtained  to 
psychical  influences,  but  the  same  may  be  said  also  of  all  other 
methods  of  treatment.  Indeed,  many  cases  of  enuresis  may 
almost  miraculously  be  arrested  by  suggestion,  through  fear  of 
painful  and  operative  interferences.  Warm  baths  and  cold 
douches  [also  sinapisms  over  the  lumbo-sacral  regions]  should 
be  resorted  to,  especially  in  hyperesthesia  of  the  bladder.  In 
obstinate  cases,  stretching  of  the  posterior  part  of  the  urethra 
— in  boys  with  Oberlaender's  dilator,  in  girls  with  metal  cathe- 
ters, which  are  introduced  daily  with  moderate  pressure — and 
cauterization  of  the  neck  of  the  bladder  are  deserving  of  trial. 

Medicinall}',  chloral  [or  sulphonal]  may  be  ordered  at 
night,  or  strychnin  may  be  given  subcutaneously  (^/o  to  1  milli- 
gram [gr.  ^/i2o  to  ^/qo]  daily)  or  tincture  of  nux  vomica  by 
mouth  (q.v.).  In  spasms  of  the  detrusors  atropin  or  extract  of 
belladonna  (evenings,  0.005  to  0.01  [gr.  V12  to  ^/e])  niay  be 
tried;  or  extract  of  rhus  aromatica  (1  to  2  drops  three  times  a 
day  according  to  age). 

In  every  case  dietetic  measures  are  of  value:  no  irritating 
foods  or  drinks ;  avoidance  of  drinking  for  several  hours  before 
bedtime !  As  it  has  been  determined  that  children  usually  wet 
the  bed  when  lying  on  their  backs,  this  habit  must  be  corrected. 
On  the  other  hand,  enuresis  may  sometimes  be  cured  by  allow- 
ing the  child  to  lie  on  the  back  in  such  a  manner  that  the  head 
and  trunk  lie  deeper  than  the  buttocks.  It  is  done  by  raising 
the  lower  end  of  the  bed.    This  prevents  the  urine  from  flowing 
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toward  the  pars  prostatica  and  from  causing  a  contraction  of 
the  bladder.  Enuresis  usually  ceases  spontaneously  at  puberty. 
Finally,  it  is  well  to  remember  that  enuresis  is  not  necessarily 
due  to  a  pathological  condition,  but  merely  to  laziness  and  a 
bad  habit.  In  the  latter  event  it  is  usually  quickly  arrested  by 
remonstrance  or  by  threatening  a  painful  surgical  operation. 
[In  enuresis  due  to  atony : — 

IJ  Extract!  ergotae  fluid! . .  .■ 12.0     (S!!j). 

Extract!  rliois  tox.  flmd! 4.0      (3j). 

M.  Sig.:  Five  to  ten  drops  every  four  to  six  hours  to  a  child  6 
years  old. 

In  enuresis  associated  with  hyperesthesia  of  the  neck  of  the 
bladder  or  spasm  of  the  detrusors : — 

IJ  Extract!  hyoscyami  2.0     (3ss). 

Natri!  bromid! 4.0     ( 3j ) . 

Aquae  anisi 30.0     (Bj) . 

Synipi  simplicis q.  s.   60.0     (Bij). 

M.  Sig.:  One  teaspoonful  every  four  to  six  hours  to  a  child  6 
years  old. 

In  all  cases  it  is  very  important  to  instruct  the  patient  (if 
old  enough)  not  to  abstain  from  micturition  when  called  upon 
by  nature  to  do  so,  and  to  train  small  children  to  void  urine 
about  every  three  hours,  and  not  to  permit  them  to  hold  the 
urine  for  a  longer  period.  This  is  very  important,  for  overdis- 
tension of  the  bladder  and  retention  of  the  urine  for  hours  in 
the  bladder  favor  decomposition  and  are  often  the  primary 
cause  of  the  secondary  etiological  factors,  such  as  atony  or 
hyperesthesia  of  the  bladder,  presence  of  concretions,  cystitis, 
etc.- — Sheffield.] 

Onanism  [Masturbation]  is  an  extremely  common  vice  in 
children.  Small  children  and  even  sucklings  sometimes  indulge 
in  it.  They  are  observed  to  rub  their  thighs  against  each  other 
or  against  the  breast  of  the  wet-nurse  and  manifest  a  peculiarly 
excitable  behavior.  Eocking  motions  of  the  upper  part  of  the 
body  also  are  observed.  In  larger  children  the  act  itself  is  only 
exceptionally  seen,  but  the  remaining  effects  on  the  system  are 
frequently  indicated  by  their  flushed  cheeks,  glistening  eyes, 
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accelerated  breathing,  etc.  If  onanism  has  been  practiced  for 
some  time  an  examination  of  the  genitalia  shows  that  in  boys 
the  penis  is  much  longer  and  thicker  than  normal,  and  that 
girls  suffer  from  vulvitis  and  vaginitis.  Spots  on  the  clothing 
and  other  apparel,  which  are  often  remains  of  pollution  and 
spermatorrhea  in  boys  and  of  leucorrhca  in  girls,  confirm  the 
suspicion.  More  frequently  the  attention  to  the  vice  of  the 
patient  is  not  attracted  until  the  development  of  the  more  remote 
results  of  onanism  already  mentioned  on  several  occasions.  In 
some  cases  of  onanism  the  general  health  is  not  affected  and 
the  childreil  continue  the  practice  unpunished.  As  a  rule, 
aside  from  the  local  symptoms  just  mentioned  other  conse- 
quences are  soon  detected.  The  children  are  languid,  suffer 
from  headache,  palpitations,  mental  and  physical  relaxation, 
anemia,  emaciation,  and  change  of  demeanor — e.g.,  a  bashful 
shyness,  apathy,  and  even  pronounced  hysterical  and  neuras- 
thenic manifestations,  psychical  alteration,  etc. 

All  these  symptoms  should  awaken  the  suspicion  of  onan- 
ism. Children  of  psychopathic  parents  are  especially  prone  to 
onanism;  but  other  disturbances  of  health,  such  as  itching 
from  skin  eruptions  upon  the  genitalia,  accumulation  of 
smegma,  phimosis,  vaginitis,  friction  of  the  genitalia  during 
physical  exercise,  oxyurides,  renal  calculi,  etc.,  may  frequently 
act  as  etiological  factors.  Finally,  persuasion  on  the  part  of 
plaj^mates,  especially  in  schools  and  boarding  houses,  or  vicious 
wet-nurses,  servant-girls,  governesses,  erotic  pictures  and  lec- 
tures, and  many  other  things  arouse  and  stimulate  the  vicious 
habit. 

Sound  mental  and  physical  training;  sleeping  on  a  hard 
mattress;  rising  early  in  the  morning;  outdoor  life;  avoidance 
of  overloading  the  stomach,  of  alcoholics,  irritating  food,  and 
beverages;  regular  attention  to  bowels;  and  careful  selection 
of  studies,  associates,  and  diversion  will  prove  effective  in  the 
prevention  of  onanism.  Naturally  all  this  must  be  allowed  to 
take  firm  root,  if  the  child  had  already  acquired  the  bad  habit. 
In  this  event  it  is  difficult  to  remedy  the  evil  in  larger  children. 
Favorable  results,  however,  are  often  obtained  with  good  words, 
elucidation  of  the  vice  and  its  consequence,  careful  watchful- 
ness,  severe   punishment,   etc.     By  timely   administration   of 
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bromids  a  cure  may  often  be  obtained.  [Masturbation  is  fre- 
quently a  symptom  of  mental  degeneration— e.^.,  idiocy.  Ee- 
moval  of  the  etiological  factors^,  such  as  elongated  prepuce  or 
clitoris^  and  application  of  mechanical  devices  to  restrain  the 
practice  of  onanism,  are  often  very  helpful  in  effecting  a  cure. — 
Sheffield.] 

Gonorrhea  appears  in  the  newborn  as  "ophthalmoblennor- 
rhea^^ (q.v.),  which,  on  conveyance  of  the  pus  from  the  eyes  to 
the  genitalia,  may  also  give  rise  to  gonorrheal  vulvo-vaginitis. 
The  latter  disease,  however,  is  much  more  frequently  found  in 
older  girls,  in  whom  most,  but  not  all  (see  "  Vulvo-vaginitis  "), 
vaginal  discharges  (leucorrhea)  may  be  traced  to  gonorrhea. 

The  DIAGNOSIS  is  made  positive  by  the  demonstration  of 
the  gonococcus.  The  other  symptoms  of  vulvo-vaginitis  in  chil- 
dren are  the  same  as  in  adults.  Usually  the  urethra  is  chiefly 
involved  by  this  process,  and,  as  a  rule,  direct  pressure  causes  a 
few  drops  of  pus  to  exude  from  the  urethra.  The  latter  is  a 
pretty  certain  differential  sign  from  simple  vulvo-vaginitis, 
which  is  not  specific  in  nature.  Sometimes  hemorrhages  occur 
and  are  often  mistaken  for  metrorrhagias  and  precocious  men- 
struation. These  are  really  due  to  prolapse  of  the  urethral 
mucosa  or  vegetations  therein. 

The  ETIOLOGY  is  not  always  traceable  to  a  direct  sexual  act, 
but  to  transmission  by  parents,  brothers,  and  sisters,  etc.  Soiled 
clothing,  sponges,  diverse  articles  in  use,  bedding,  and  the  like 
play  an  important  role. 

The  TREATMENT  is  usually  tedious.  Strictest  cleanliness  is 
imperative.  In  addition  to  regular  hip-baths  and  ablutions  of  the 
external  genitals  (liquor  aluminium  acetatis,  2  teaspoonfuls  to 
^/2  liter  of  water),  the  vagina  is  washed  out  at  first  from  three 
to  four  times  daily  until  the  irrigating  water  returns  clean.  The 
irrigation  is  done  by  means  of  an  irrigator  or  syringe  with  a 
small,  thin,  rubber  tube  [catheter]  attached,  with  antiseptic  so- 
lutions, such  as  potassium  permanganate  (1  to  1000),  corrosive 
sublimate  (1  to  2000),  or  formalin  (10  to  100;  1  tablespoonful 
of  this  solution  to  1  liter  of  water).  Soon  astringent  irrigations, 
such  as  zinc  sulphate  or  zinc  sulphocarbolate  (^/a  to  2  per  cent.), 
ichthargan  (1  per  cent.),  alum,  or  zinc  chlorid  (V4  per  cent.), 
are  to  be  used.    Also  daily  swabbing  of  the  vagina  with  ichthyol 
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(1  to  10  of  glycerin)  or  instillations  of  silver  nitrate  (1  to  3  per 
cent.)  are  at  times  ver}-  efficient  in  obstinate  cases.  Some  prac- 
titioners introduce  iodoform  bougies  (see  '' Iodoform**).  Whitt- 
hauer  recommends  the  introduction  of  3  per  cent,  alumnol  bou- 
gies (six  centimeters  long)  every  third  day,  and  at  intervals  hip- 
baths twice  daily  to  cleanse  the  external  genitalia.  Ointments 
of  ichth)'ol  or  iodoform  (1  to  30)  may  be  applied  to  the  vulva; 
also  fomentations  of  lead-water  are  to  be  employed.  The  at- 
tendant must  endeavor  to  keep  the  children  from  scratching 
the  genitalia,  as  the  disease  may  in  this  way  be  carried  to  their 
eyes  or  to  those  of  other  persons.  Gonorrhea  in  children  is  also 
liable  to  give  rise  to  metastases.  Frequently  arthritides — the 
so-called  gonorrheal  rheumatism,  usually  monarticular,  notably 
that  of  the  knee — were  observed,  with  or  without  involvement 
of  the  tendinous  sheaths;  also  endocarditis,  pleuritis,  etc.  The 
gonococci  may  also  migrate  directly  into  the  bladder,  uterus, 
etc.,  and  cause  purulent  salpingitis  and  even  death  (with  pyemic 
symptoms;   see  also  ^'Vulvo-vaginitis*'). 

Gonorrhea  is  observed  in  boys  more  rarely  than  in  girls. 
Several  cases  of  true  gonorrheal  urethritis  are  on  record  which 
developed  through  manipulation  or  attempts  at  cohabitation 
and  the  like.  Gonorrhea  should  therefore  be  suspected  in  every 
case  of  dysuria  in  boys.  The  symptomatology-  as  well  as  treat- 
ment of  this  disease  is  the  same  as  in  adults.  Even  postgonor- 
rheal  strictures  occur. 

Vulvo-vaginitis. — While  this  affection  is  by  no  means  al- 
ways caused  by  stuprum,  it  is  generally  gonorrheal  in  nature 
(see  *^  Gonorrhea^').  Cases  are  observed,  however,  which  are 
due  simply  to  uncleanliness  (accumulation  of  sebum  and  des- 
quamated epithelium);  manipulation  (simple  playfulness  or 
onanism) ;  foreign  bodies,  ox}Tirides,  etc.  Yulvo-vaginitis  some- 
times occurs  in  scarlatina,  by  transition  of  the  skin  affection  of 
the  labia  to  the  mucous  membrane.  Simple  anemia  is  some- 
times responsible  for  the  development  of  vtdvo-vaginitis,  and 
scrofulous  girls  have  a  special  tendency  to  it.  Xot  infrequently 
vulvo-vaginitis  is  complicated  by  erosions  and  ulcerations  of  the 
vaginal  mucous  membrane  and  adjacent  skin  as  a  result  of 
maceration  or  mechanical  irritation.  Such  lesions  should  not 
always  be  looked  upon  as  syphilitic  or  tuberculous. 
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[According  to  its  etiological  factors,  vulvo-vaginitis  in  chil- 
dren may  be  classified  in  the  following  manner : — 

(a)  Catarrhal  vulvo-vaginitis,  which  is  due  to :  (1)  lack  of 
cleanliness  or  (2)  chemical  irritation. 

(h)  Traumatic  vulvo-vaginitis,  which  is  due  to:  (1)  mas- 
turbation (?),  (2)  mechanical  injury,  or  (3)  indecent  violence. 

(c)  Parasitic  vulvo-vaginitis,  which  is  due  to:  (1)  oxy- 
urides,  (2)  saprophytes,  or  (3)  pathogenic  bacteria,  especially 
the  gonococcus. 

The  treatment  of  nongonorrheal  vulvo-vaginitis  is,  in 
addition  to  removal  of  the  cause,  practically  the  same  as  in 
the  gonorrheal  variety.  The  child  should  be  placed  in  the 
dorsal  posture  and  the  legs  spread  wide  apart.  The  exuding 
pus  should  be  wiped  away  with  absorbent  cotton;  then  by 
means  of  a  glass  syringe  holding  half  an  ounce,  a  5-per-cent.  so- 
lution of  sodium  bicarbonate  should  slowly  and  repeatedly  be 
injected  into  the  vagina  until  the  accumulated  pus  is  com- 
pletely removed.  This  should  be  followed  by  the  injection, 
through  a  small,  soft-rubber  catheter,  of  1  to  2  syringefuls  (de- 
pending upon  the  age  of  the  child)  of  a  1-  to  3-per-cent.  pro- 
targol  solution,  which  should  be  allowed  to  remain  in  the  vagina 
for  about  five  minutes  by  bringing  the  labia  closely  together. 
This  process  should  be  repeated  from  three  to  five  times  in 
twenty-four  hours.  When  the  urethra  is  involved  crayons  prove 
very  useful : — 

IJ  Protargol, 

Iodoform aa  12  grains. 

Balsam  of  Peru 6  drops. 

Extract  of  belladonna 1  grain. 

Cacao-butter  q.  s. 

M.  Make  twelve  crayons  two  inches  in  length  and  one-eighth  of 
an  inch  in  circumference. 

Sig.:  One  to  be  introduced  into  the  urethra  once  or  twice  a  day. 
The  same  crayons  may  be  used  also  for  the  vagina  in  case  syringing 
proves  impracticable. 

Painful  micturition  is  greatly  benefited  by  the  administra- 
tion of  alkaline  sitz-baths  and,  at  times,  by  alkaline  diuretics. — 
Sheffield.] 

Menstruatio  Prsecox.  —  It  is  not  uncommon  to  find  girls 
from  8  to  10  years  of  age  who  menstruate  regularly.     These 
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girls  are  either  strong  and  healthy  or  rather  delicate,  especially 
those  of  tuberculous  parentage.  Occasionally,  however,  men- 
struation occurs  in  children  from  1  to  3  years  of  age  and  even 
in  sucklings.  The  menses  may  last  for  from  one  to  five  days, 
occur  at  irregular  periods,  and  sometimes  only  once  or  twice, 
returning  only  with  the  advent  of  puberty.  Generally,  however, 
the  menses  occur  regularly  in  these  children  every  four  weeks, 
and  are  often  associated  with  pain,  change  of  temper,  sensation 
of  discomfort,  fever,  swelling  of  the  mamma?,  and  sexual  ex- 
citement. If  a  period  is  missed,  the  cessatio  mensium  may,  as 
in  the  adult,  give  rise  to  manifold  symptoms,  e.g.,  of  nervous 
nature.  Vicarious  menstruation  (e.g.,  epistaxis)  has  also  been 
observed.  Sometimes  a  precocious  development  of  the  geni- 
talia or  even  of  the  whole  body  occurs  synchronously  with  the 
appearance  of  menstruation.  Precocious  menstruation  is  gen- 
erally free  from  danger  to  the  child,  and  it  is  only  when  the 
hemorrhages  are  profuse  that  more  or  less  anemia  results.  This 
is  particularly  the  case  with  delicate  girls  and  those  with  an 
hereditary  tuberculous  diathesis.  Before  menstruatio  priecox  is 
diagnosticated  everything  else  must  carefully  be  excluded;  thus, 
injuries  to  the  genitalia  (coitus,  masturbation)  [hemophilia], 
not  infrequently  papillomatous  growths  of  the  vulva  or  vagina, 
prolapse  of  the  urethral  mucous  membrane,  vesical  tumors  (sar- 
comata), etc.  It  must  also  be  remembered  that  hemorrhages 
from  the  genitalia  occur  after  infectious  diseases,  that  a  bloody 
discharge  may  be  found  in  girls  who  masturbate  or  who  are 
affected  by  severe  vaginitis,  and  that  slight  genital  bleeding  is 
sometunes  seen  even  in  the  newly  born.  Only  the  periodicity 
of  the  bleeding  is  actually  decisive  for  the  diagnosis  of  men- 
struatio precox. 

The  TEEATMEXT  consists  of  rest  (best  in  bed),  avoidance  of 
exciting  food  and  drink,  etc.  Small  doses  of  ergot  [stypticin] 
or  hydrastis  are  indicated  only  in  profuse  bleeding. 

Uterine  Affections  are  very  rare  in  young  children.  Some- 
times inflammations,  e.g.,  parametritis  complicating  tubercu- 
losis, vnlvo-vaginitis,  etc.,  are  observed.  A  few  cases  of  con- 
genital prolapse  and  hematocolpos  (in  girls  approaching  pu- 
berty), owing  to  atresia  hymen aHs,  have  been  described.  Also 
tumors  (sarcomata  and  carcinomata)  have  been  met  with. 
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Ovarian  Tumors  may  occur  in  girls  of  every  age.  Dermoid 
cysts,  more  rarely  sarcomata,  carcinomata,  and  tuberculous  neo- 
plasms usually  are  observed.  Their  diagnosis  is  based  on  the 
same  rules  as  in  adults.  Early  recognition  is  of  great  value,  for 
ovariotomy  in  children  offers  very  good  chances  of  recovery. 

Gangrene  of  the  Genitalia. — Gangrene  of  the  vulva  has 
been  spoken  of  under  "N'oma."  Gangrenous  vulvitis,  which  is 
always  of  doubtful  prognosis,  occurs  also  in  infectious  diseases 
or  develops  in  connection  with  phlegmonous  and  erysipelatoid 
affections  about  the  genitalia  which  have  resulted  from  one 
cause  or  another.  Gangrene  of  the  scrotum  also  is  often  a  re- 
sult of  erysipelas  first  involving  the  skin  of  the  abdomen  or 
thigh  and  gradually  spreading  to  the  other  parts.  As  a  rule, 
it  first  manifests  itself  by  a  tense  infiltration  of  the  parts,  and 
later  by  gangrene.  The  onset  is  usually  marked  by  severe  con- 
stitutional symptoms.  Gangrene  may  also  develop  secondarily 
to  a  phlegmon  resulting  from  an  inflammation  in  the  vicinity — 
suppuration  of  lymph-glands,  phlegmonous  processes  in  the 
prepuce.  Baginsky  saw  such  a  case  produced  by  an  unskillful 
ritual  circumcision  which  was  complicated  by  laceration  of  the 
prepuce.  [I  sav/  a  case  of  gangrene  of  the  penis  follow  liberal 
application  of  carbolic  acid  ointment  after  circumcision. — 
Sheffield.]  Finally,  gangrene  arises  from  lesions  in  the  ure- 
thra as  a  result  of  traumatism  or  operative  interference,  which 
may  also  lead  to  infiltration  of  urine. 

The  PEOGNOSis  is  always  dubious,  especially  in  young  chil- 
dren and  in  cases  complicated  by  infiltration  of  urine.  Death 
usually  ensues  rapidly  under  septic  manifestations.  Even  with 
a  most  energetic  method  of  treatment — which  is  the  same  as  in 
adults — it  is  often  impossible  to  stay  the  unfavorable  result 
when  gangrene  is  once  established.  The  prognosis  is,  however, 
more  favorable  if  the  original  phlegmon  terminates  in  simple 
abscess. 

Orchitis. — Acute  orchitis  or  epididymitis  in  children  is  al- 
ways traumatic  in  nature.  It  occurs  in  parotitis  much  more 
rarely  in  children  than  in  adults.  Syphilitic  orchitis  is  quite 
frequently  observed  even  in  small  children.  [Orchitis  in  chil- 
dren, as  in  adults,  is  sometimes  gonorrheal  in  nature. 
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Treatment. — Removal  of  the  cause.  Rest  in  bed.  To- 
mentations  and  an  opiate  for  the  relief  of  pain.  If  suppura- 
tion occurs:  evacuation  of  the  pus  by  a  free  incision.  In 
chronic  cases:  iodids  and  mercury  internally  and  externally. — 
Sheffield.] 

Tumors  of  the  Testicle  are  generally  tuberculous  in  nature. 
As  a  rule,  they  arise  from  the  epididymis.  The  prognosis  is  very 
favorable,  because  of  their  usually  slow  course,  the  limitation 
of  the  process  for  a  long  time  to  the  testicle,  and  the  not  infre- 
quent spontaneous  recovery.  The  treatment  is  therefore  ex- 
pectant. Castration  should  not  be  resorted  to  until  very  urgent 
indications  arise.  Carcinoma  and  medullary  sarcoma  are  occa- 
sionally observed  (comparatively  frequent  in  nurslings),  which 
generally  originate  from  the  testicle  and  are  said  to  be  cured 
by  an  operation.  Enchondroma  and  dermoid  cysts  are  very  rare. 
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Congenital  Malformations,  etc.    (see  pages  50  et  seq.). 

Serous  Meningitis  is  a  symptom-complex  first  established 
by  Quincke.  It  usually  develops  after  infectious  diseases^  such 
as  measles,  influenza,  pneumonia,  typhoid,  and  ear  disease  and 
more  rarely  after  cranial  traumatism  or  mental  exertion.  It 
resembles  partly  suppurative  or  tuberculous  meningitis  and 
partly  cranial  tumors.  It  most  frequently  affects  children  from 
1  to  5  years  of  age.  In  rare  cases  the  disease  begins  very  acutely 
and  violently,  but  generally  it  appears  more  slowly  and  is  more 
benign  in  nature.  Since  the  introduction  of  lumbar  puncture 
many  recoveries  have  taken  place.  The  rapid  change  for  the 
better  which  follows  lumbar  puncture  is  quite  characteristic  of 
serous  meningitis.  In  acute  attacks  of  serous  meningitis,  how- 
ever, this  operation  [lumbar  puncture]  is  usually  ineffectual, 
and  the  disease  sometimes  terminates  fatally  in  several  hours,  or 
more  frequently  in  from  one  to  two  days.  Ordinarily,  serous 
meningitis  is  characterized  by  a  benign  course. 

The  DIAGNOSIS  can  often  be  made  with  accuracy  by  exam- 
ination of  the  fluid  obtained  by  lumbar  puncture.  It  is  light 
and  clear,  and  free  from  tubercle  bacilli  or  meningococci. 

The  TREATMENT,  asidc  from  lumbar  puncture,  is  the  same 
as  ordinarily  used  in  meningitis  [see  "  Meningitis  Simplex  "] . 

Simple  Meningitis  (Purulent  Meningitis)  usually  involves 
the  convexity  of  the  brain  and  is  generally  secondary  to  otitides ; 
rhinitis;  empyema  of  the  frontal  sinus  and  antrum  of  High- 
more;  injuries  of  the  skull,  especially  fissures  and  fractures; 
and  also  to  simple  concussion.  It  may  also  occur  secondarily 
to  operative  interference  (e.g.,  puncture  of  a  meningocele); 
suppuration  or  tumors  of  the  cranial  bones;  furuncle  of  the 
scalp;  erysipelas;  and  acute  diseases,  such  as  scarlatina,  mor- 
billi,  typhoid,  pyemia,  pneumonia,  pertussis,  influenza,  polyar- 
(328) 
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tritis,  and  nephritis.  Meningitis  sometimes  develops  without 
any  known  cause.  The  first  year  of  life  is  especially  predisposed 
to  it.  It  is  rarer  than  the  tuberculous  variety.  In  sucklings  its 
course  is  usually  more  rapid  than  in  older  children.  Sudden 
rise  of  temperature,  increased  pulse  and  respiration,  profuse 
vomiting,  convulsions,  either  from  the  beginning  or  soon  there- 
after, mark  the  onset  of  the  disease.  The  temperature  is  high, 
— 104°  F.  and  over, — the  convulsions  become  more  frequent, 
and  the  patient  passes  into  a  state  of  sopor,  which  generally  in- 
creases in  intensity.  This  is  usually  accompanied  by  signs  of 
i^otor  irritability  and  also  rigidity  of  the  neck,  distension  of  the 
fontanelles,  and  constipation.  The  sopor  gradually  becomes 
deeper  and  is  occasionally  interrupted  by  loud  shrieks;  the  con- 
vulsions grow  more  severe  and  the  pulse  smaller  and  more  irreg- 
ular. In  such  cases  death  usually  takes  place  within  from  two 
to  six  days.  In  larger  children  the  attack  is  sometimes  pre- 
ceded by  prodromata  of  a  few  days'  duration,  such  as  headache, 
dizziness,  and  vomiting.  Often,  however,  the  onset  is  very 
rapid,  and  severe  headache,  especially  when  moved  about; 
marked  sensitiveness  to  noises  and  light;  vomiting;  high  fever; 
acceleration  of  pulse;  excitability;  convulsions;  gradually  in- 
creasing sopor;  jactitations;  delirium;  grinding  of  the  teeth; 
frequently  inequality  of  the  pupils;  retracted  abdomen;  rigid- 
ity of  the  muscles  of  the  neck;  contractures;  and,  toward  the 
end,  often  paralysis  make  up  the  symptomatology.  Death 
usually  occurs  within  a  few  days;  at  most,  within  two  w^eks. 
Rarely  gradual  recovery  occurs.  In  the  latter  event  it  is  very 
often  followed  by  deaf-mutism,  aphasia,  and  amaurosis.  The 
disease  sometimes  runs  a  protracted  course,  in  wdiich  the  S3anp- 
toms  vary  in  intensity.  On  the  other  hand,  it  may  continue  for 
weeks  with  periods  of  marked  improvement  or  almost  complete 
euphoria  and  finally  end  fatally.  Eecoveries  are  on  record. 
Generally,  however,  the  prognosis  is  very  serious,  especially 
w^ien  the  course  is  acute. 

Treatment. — In  the  beginning  of  an  attack  of  meningitis 
simplex  strong  antiphlogosis  is  indicated.  In  older  and  espe- 
cially robust  children  from  six  to  ten  leeches  (arrest  any  after- 
bleeding  !)  or  wet  cups  are  applied  to  the  neck  or  spine ;  in  small 
and  debilitated  children  dry  cupping  should  be  resorted  to. 
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Icecap  or  mercury  ointment  [or  -Qnguentmii  Crede]  (0.5  to  1.0 
[gr.  viii-xv] )  should  be  applied  to  the  neck  or  spine  every  three 
hours.  Calomel  internally  (0.015  to  0.03  [gr.  ^/^  to  V2]  every 
two  hours).  Also  opening  of  suppurative  foci — e.g.,  paracentesis 
of  the  drum-membrane,  etc.  Later,  in  active  restlessness 
chloral  [sulphonal],  morphine,  and  warm  baths  with  cold 
douches.  If  the  patient  recovers  he  should  be  kept  from  school 
and  reside  in  the  mountains  or  country. 

Tuberculous  Meningitis   (see  pages  229  et  seq.). 

Epidemic  Cerebro-spinal  Meningitis  (see  pages  209  et  seq.). 

Hemorrhag'ic  Pachymeningitis  (Hematoma  of  the  Duta 
Mater)  is  a  more  or  less  marked  inflammation  of  the  inner  sur- 
face of  the  dura  with  consequent  blood  extravasation  and  often, 
also,  pseudomembranous  deposit.  It  is  an  infrequent  disease 
of  childhood,  though  it  is  often  observed  after  trauma,  erysipe- 
las of  the  head,  caries  of  the  petrous  portion  of  the  temporal 
bone,  suppuration  of  a  cephalhematoma,  in  hereditary  syphilis, 
and  in  hemorrhagic  diathesis.  It  may  run  its  course  without 
symptoms.  If,  however,  the  hemorrhage  becomes  more  severe 
it  may  produce  symptoms  which  indicate  filling  of  the  internal 
meningeal  space  and  pressure  upon  the  cranial  capsule.  Thus, 
there  may  be  convulsions,  coma,  opisthotonos,  strabismus,  dila- 
tation of  the  pupils,  etc.  The  process  may  assume  an  acute 
course  and  rapidly  end  in  death, — without  being  precisely  diag- 
nosed until  postmortem. 

The  DIAGNOSIS  is  frequently  obscure  even  in  chronic  cases.- 
The  latter  are  apt  to  be  mistaken  for  hydrocephalus  (q-v.),  in- 
asmuch as  the  symptoms  of  this  form  of  "  meningeal  ^^  hydro- 
cephalus may  closely  resemble  the  former. 

The  TEEATMENT  is  the  same  as  in  meningitis. 

Anemia  of  the  Brain  is  a  condition  usually  understood  as 
"  Hydrocephaloid  "  (q.v.)  and  occurs  especially  after  exhausting 
diseases  (profuse  diarrhea),  but  it  is  also  apt  to  develop  as  a 
sequel  of  brain  hyperemia. 

Hyperemia  of  the  Brain  is,  as  a  rule,  an  active,  i.e.,  acute 
arterial  hyperemia.  It  occurs  especially  in  sunstroke,  and  more 
rarely  in  traumatism,  in  mental  and  physical  overexertion,  and 
in  summer  diarrheas.  It  is  manifested  by  deep  redness  of  the 
face  and  eyes,  contracted  pupils,  hot  skin,  high  temperature. 
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accelerated  pulse,  strong  pulsation  at  the  carotids,  and  frequent 
respiration.  The  patient  complains  of  severe  headache  and  ex- 
cessive thirst.  The  attack  is  frequently  accompanied  by  clonic 
and  tonic  convulsions,  coma,  delirium,  and  sometimes  vomiting; 
so  that  the  clinical  picture  resembles  that  of  severe  meningitis. 
After  several  hours,  however,  although  usually  not  until  one 
or  two  days,  the  condition  improves,  and  quite  frequently  the 
symptoms  disappear  and  the  patient  recovers.  There  are,  of 
course,  also  severe  cases,  in  which  the  sopor  gradually  increases 
and  is  rapidly  followed  by  convulsions  and  death,  but,  on  the 
other  hand,  there  is  also  a  milder  form  of  cerebral  hyperemia — 
namely,  the  passive  form — which  is  produced  by  passive  conges- 
tion, owing  to  cardiac  debility,  and  which  manifests  itself  by 
headache,  fatigue,  restlessness,  and  the  like. 

Treatment. — Icecap  to  the  head:  warm  baths  with  cold 
douches;  mustard  to  the  calves  of  the  legs;  calomel,  or  some 
other  cathartic,  internally.  In  strong  children  one  or  two  leeches 
to  the  mastoid  processes,  and  even  venesection  should  be  tried. 
If  the  convulsions  continue:  chloral  hydrate  [or  trional]  by 
rectum  may  be  administered. 

Hydrocephaloid  has  already  been  referred  to  in  the  discus- 
sion of  cholera  nostras,  which  not  rarely  terminates  in  this  af- 
fection. Hydrocephaloid  manifests  itself  in  two  stages:  First, 
that  of  excitation  which  is  of  brief  duration  and  characterized 
by  fever,  restlessness,  jactitations,  increased  irritability  and  in- 
somnia. Second,  that  of  prostration — sunken  face,  half-closed 
eyes;  delayed  reaction;  apathy;  sopor;  superficial,  frequent, 
irregular  respiration;  weak,  irregular  pulse;  cold  extremities; 
subnormal  temperature,  95°  to  97°  F. ;  sunken  fontanelles — 
cranial  bones  shoved  over  one  another;   scanty  micturition,  etc. 

Hydrocephaloid  is  usually  the  beginning  of  the  end,  death 
setting  in  with  coma  and  convulsions.  It  rarely  yields  to  suit- 
able treatment:   energetic  feeding  and  strong  analeptics. 

Hydrocephalus.  —  Chronic  hydrocephalus,  the  subject 
chiefly  under  discussion,  is  a  gradually  progressive  accumulation 
of  serous,  slightly  albuminous  fluid,  usually  within  the  ventricles 
and  more  rarely  'between  the  meninges.  The  gradually  increased 
pressure  produces  atrophy  of  the  brain;  so  that,  e.g.,  in  severe 
cases,  the  brain  is  practically  made  up  of  flabby  sacs  contain- 
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ing  but  little  true  brain  substance.  Hydrocephalus  is  recog- 
nized chiefly  by  the  increased  size  of  the  head.  This  enlarge- 
ment of  the  head  causes  the  children  to  be  brought  to  the  phy- 
sician in  the  first  half-year  of  life.  It  is  usually  not  quite  pro- 
nounced at  first,  but  soon  becomes  more  distinct;  so  that  if 
correctly  measured  an  increase  of  1  centimeter  or  more  is  found 
from  time  to  time.  The  measurements  must  embrace  not  only 
the  transverse  diameter  from  one  mastoid  process  across  the 
vertex  to  the  other,  and  the  longitudinal  diameter,  from  the 
root  of  the  nose  across  the  vertex  to  the  occipital  tuberosity, 
but  particularly  the  circumference — glabella  and  occipital  tu- 
berosity forming  the  centers — which  in  the  normal  newborn  is 
from  30  to  40  centimeters;  in  children  from  6  to  12  years  old, 
40  to  45  centimeters,  and  which  is  supposed  to  reach  50  centi- 
meters at  12  years  of  age.  In  hydrocephalus  the  measurements 
by  far  exceed  those  of  the  normal — e.g.^  in  children  3  to  5  years 
of  age  50  to  70  centimeters.  Marked  prominence  of  the  frontal 
bone  and  lateral  projection  of  the  parietal  bones  are  almost 
constant  signs  of  hydrocephalus.  A  dolichocephalic  shaped 
cranium  is  rarely  met  here.  Prominence  of  the  parietals  is  par- 
ticularly important  in  the  differential  diagnosis  betAveen  the 
hydrocephalic  and  simple  rachitic  head,  before  the  development 
of  the  hydrocephalic  disturbances  of  intelligence,  motion,  etc. 
Both  conditions  may  coexist. 

The  hydrocephalic  head  is  usually  traversed  by  dilated 
veins,  and  soon  shows  distinct  signs  of  defective  ossification. 
The  latter  sign  is  rarely  absent;  indeed,  there  is  even  thicken- 
ing of  the  bones;  so  that  the  fontanelles  are  widely  open  and 
also  fluctuate  and  pulsate ;  the  sutures  appear  gaping  and  often 
more  or  less  arched  forward.  The  child  is  soon  unable  to  hold 
up  his  progressively  enlarging  head,  which  contrasts  strangely 
with  the  small,  emaciated  face.  He  shakes  his  head  to  and  fro 
and  turns  it  from  side  to  side.  The  eyes  are  especially  striking 
in  appearance.  The  expression  is  usually  peculiarly  staring; 
the  bulbi  are  cast  downward,  so  that  half  of  the  iris  is  covered 
by  the  lower  lid  and  the  greater  part  of  the  scleral  portion  is 
exposed.  These  symptoms  are  due  partly  to  pressure  upon  the 
upper  orbital  wall,  partly  to  partial  paralysis  of  the  branch  of 
the  oculomotor  supplying  the  superior  rectus.     There  are  also 
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paralysis  of  other  branches  of  this  nerve  and  occasionally  di- 
vergent strabismus  and  other  abnormal  positions  of  the  eye. 
Pressure-atrophy  of  the  papilla  of  the  optic  nerve  is  very  often 
detected  with  the  ophthalmoscope. 

There  is  often  dullness  of  intellect,  varying  from  partial  to 
total  idiocy.  This  manifestation,  however,  may  be  absent.  At 
times,  children  with  severe  hydrocephalus  are  intelligent.  Quite 
often,  but  not  constantly,  there  is  paraplegia  of  the  lower  ex- 
tremities, with  spastic  rigidity  of  the  muscles;  cases  of  hydro- 
cephalus in  which  the  intellect  is  quite  normal,  and,  perhaps, 
the  circumference  of  the  cranium  not  enlarged  laterally  (which 
condition  may  also  occur),  are  therefore  apt  to  be  mistaken  for 
spastic  spinal  paralysis.  The  child  is  thus  neither  able  to  stand 
nor  to  walk,  and  if  it  attempts  to  walk  it  is  very  prone  to  fall 
forward.  The  motor  ftinctions  of  the  upper  extremities  are 
usually  intact,  but  sometimes  moderately  affected.  Convulsive 
attacks,  such  as  spasmus  glottidis,  rolling  of  the  eyes,  nystag- 
mus, and  general  epileptiform  attacks,  with  contractures,  also 
occur.  Respiration  and  circulation  are  usually  unchanged.  The 
same  is  also  true  of  digestion.  The  patients  often  have  a 
voracious  appetite.  Nevertheless  nutrition  soon  suffers,  in- 
creasing atrophy  sets  in,  and  most  of  the  patients  generally 
succumb,  in  the  first  year  of  life,  to  the  atrophy,  convulsions,  or 
intercurrent  diseases.  Some  hydrocephalic  children,  however, 
reach  the  age  of  youth.  N"ot  infrequently  adults  with  large 
heads  are  met  Avho  present  signs  of  having  suffered  from  hydro- 
cephalus during  infancy.  However,  hydrocephalus  of  any  de- 
gree of  severity  offers,  as  a  rule,  but  few  chances  of  recovery, 
and  a  rapidly  increasing  hydrocephalus  especially  is  fatal. 

Treatmext  is  almost  useless  in  ventricular  hydrocephalus. 
The  reported  recoveries  probably  refer  to  meningeal  hydro- 
cephalus. Puncture  and  the  recently  introduced  lumbar  punc- 
ture, while  at  times  of  temporary  benefit,  are  rarely  perma- 
nently so.  If  S3'philis  is  present  energetic  specific  treatment  is 
justifiable  and  sometimes  leads  to  recovery.  Hydrocephalus  is 
often  congenital,  and,  if  such  a  child  is  born  alive, — congenital 
hydrocephalus  often  forms  an  impediment  to  birth  and  requires 
perforation, — it  frequently  presents  other  deformities,  such  as 
clubfoot,  spina  bifida,  etc.,  and,  as  a  rule,  dies  very  soon.    In  the 
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majorit}^  of  cases  hydrocephalus  develops  in  apparently  healthy 
born  children  not  until  the  first  few  months  of  life.  It  is  im- 
possible to  decide  whether  or  not  these  cases  of  hydrocephalus 
are  of  intra-uterine  origin  and  have  merely  made  their  grad- 
ual appearance  after  birth.  In  the  majority  of  cases  the  etiol- 
ogy is  unknown.  Frequently  it  is  a  question  of  a  slowly  pro- 
gressing intra-uterine  or  subsequent  inflammation  of  the  epen- 
dyma  of  obscure  origin,  and  only  rarely  is  it  traceable  to  syph- 
ilis. Sometimes  hydrocephalus  is  undoubtedly  acquired  later, 
as  a  result  of  passive  congestions  in  the  lymphatic  or  venous 
systems,  compression  of  tumors  of  the  brain,  or  of  other  brain 
diseases,  which  here  play  a  role  by  gradual  extension  to  the 
ventricles.  Hydrocephalus  in  older  children  may  give  rise  to 
gradual  extension  of  fontanelles  and  sutures. 

Hydrocephalus  is  sometimes  certainly  preceded  by  menin- 
geal symptoms.  In  such  cases  there  is  an  accumulation  of  fluid 
between  the  meninges.  Such  a  hydrocephalus  externus  s.  menin- 
geus,  which  is  undoubtedly  preceded  by  p  achy  meningeal  proc- 
esses, is  at  times  at  a  later  period  difficult  of  differentiation  from 
ventricular  hydrocephalus,  and  a  diagnosis  can  at  best  be  ar- 
rived at  only  from  the  history,  the  meningeal  symptoms  just 
mentioned,  and  puncture  —  the  fluid  is  reached  immediately 
after  puncturing  a  very  thin  layer. 

It  is  always  advisable  to  try  puncture  as  a  curative  meas- 
ure, as  absorption  of  large  accumulations  is  often  produced  by 
this  means.  Also  inunction  of  the  head  and*  neck  with  un- 
guentum  cinereum  (1.0  [gr.  xv]  pro  die),  painting  with  tincture 
of  iodin  or  iodoform  collodion  (1  to  15);  and  internally  iodids 
and  calomel  should  always  be  tried  with  the  view  of  promoting 
absorption  of  the  fluid. 

The  condition  known  as  acute  hydrocephalus  is  usually 
nothing  else  than  tuberculous  meningitis  (q.v.)  and  but  rarely 
simple  basilar  meningitis  extending  to  the  ventricles.  Indeed, 
genuine  acute  primary  transudations  into  the  ventricles  or  be- 
tween the  meninges  do  occur,  but  usually^  only  just  before 
death  (from,  e.g.,  acute  miliary  tuberculosis,  nephritis,  and  scar- 
latina). As  the  same  symptoms,  however,  occur  in  edema  of 
the  pia  and  the  brain  without  hydrocephalus  and  the  signs  are 
as  uncharacteristic,  the  diagnosis  is  very  rarely  possible. 
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[Acute  hydrocephalus  sometimes  results  from  severe  gas- 
tro-intestinal  intoxication.  Lumbar  puncture,  repeated  two  or 
three  times,  if  necessar}-,  is  especially  effective  in  these  cases. 
— Sheffield.] 

Cerebral  Paralysis  (Polioencephalitis)  presents  more  or  less 
the  clinical  picture  of  hemiplegia,  with  or  without  involve- 
ment of  the  facial  and  other  cranial  nerves.  The  upper  ex- 
tremity is  usually  more  affected  than  the  lower  (the  leg  is 
dragged  after).  Bilateral  "cerebral  diplegias"  occasionally  oc- 
cur which  are  probably  not  rarely  mistaken  for  spastic  paral- 
ysis. Monoplegias  are  very  rare.  Cerebral  paralysis  is  some- 
times congenital  (see  further). 

It  usually  develops  in  the  third  to  the  twelfth  month  of 
life  or  later,  not  infrequently  with  symptoms  of  an  infectious 
disease.  Thus,  fever  for  da3^s  or  weeks;  headache;  often  vom- 
iting, sopor,  and  also  convulsions.  Atrophies  and  contractures 
set  in  later.  The  limbs  are  colder,  shorter,  etc.  This  occurs 
very  slowly,  not  until  several  years  after,  and  then  usually  in 
moderate  degree.  The  reflexes  remain  intact  and  electric  irri- 
tability does  not  disappear  until  the  atrophy  has  progressed 
very  far.  As  a  rule,  sensation  also  remains  unaffected.  On  the 
other  hand,  choreic  and  athetotic  movements  are  often  observed 
in  the  paralyzed  limbs;  sometimes  also  disturbances  of  speech. 
There  is  often  alteration  of  the  intellect,  from  mild  dullness  up 
to  complete  idiocy;  and  spasms  and  epileptic  attacks  are  not 
infrequently  observed.  Indeed,  these  symptoms  sometimes  pre- 
vail even  before  the  paralyses  have  occurred. 

The  PROGNOSIS  is  therefore  bad.  The  patients  may,  how- 
ever, .attain  the  age  of  20  and  30  years,  though  they  are  usually 
helpless  and  succumb  to  convulsions  or  accidental  complications. 

Anatomically,  it  is  manifested  by  atrophy  or  defect  (poren- 
cephaly) of  certain  portions  of  the  brain — of  several  convolu- 
tions, an  entire  lobe,  or  of  the  large  brain  ganglia.  Xot  rarely 
arrested  development  (congenital  smallness  of  the  gyri,  etc.) 
plays  a  role,  and  often  an  encephalitic  process  with  hemorrhage 
during  fetal  life  or  later.  The  shattered  portions  of  the  brain 
become  encapsulated,  owing  to  reactive  inflammation;  the  con- 
tents of  the  cyst  undergo  fatty  degeneration  and  absorption, 
leaving  a  simple  cyst  or  a  contracted  sclerotic  spot. 
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Trauma  in  utero  or  during  labor  (precipitate  labor!),  as- 
phyxiated birth,  and  infectious  diseases  are  probably  etiological 
factors.  The  predisposition  is  furnished  by  an  hereditary  nerv- 
ous tendency,  family  cachexias  (phthisis),  alcoholism  in  the 
parents,  and  less  often  by  syphilis.  That  an  infectious  agent 
exerts  some  influence  in  the  production  of  cerebral  paralysis 
is  proved  by  its  frequent  occurrence  in  epidemic  form  (see 
"  Spinal  Paralysis ''). 

The  TREATMENT  is  practically  the  same  as  in  spinal  paral- 
ysis (q.v.). 

Encephalitis. — Encephalitis  purulenta  is  described  under 
"Abscess  of  the  Brain"  (q.v.).  Acute  hemorrhagic  encephalitis 
will  be  spoken  of  here  as  it  occurs  after  infectious  diseases,  par- 
ticularly after  influenza,  also  after  typhoid,  ulcerative  endo- 
carditis, pertussis,  morbilli,  scarlatina,  and  parotitis.  This  form 
of  encephalitis  begins  with  headache,  dizziness,  depression,  or 
irritability,  and  is  followed  by  coma,  fever,  and  sometimes  chills. 
Often  consciousness  is  partially  retained.  During  the  first  week 
decided  remissions  occur;  so  that  stupor  of  several  hours'  dura- 
tion is  followed  by  wakefulness  and  restlessness.  Pupillary  re- 
flexes are  normal  or  slow.  The  deep  cutaneous  reflexes  are  un- 
changed. Eigidity  of  the  neck  and  slight  opisthotonos  set  in  early 
and  very  soon  also  paralysis,  either  in  the  form  of  monoplegia 
or  hemiplegia.  The  latter  is  very  often  associated  with  aphasia. 
Also  paralysis  of  the  ocular  or  other  cranial  nerves  and  neu- 
ritis optica  may  develop.  Eespiration  is  usually  irregular  and 
the  heart's  action  accelerated,  irregular,  or  retarded. 

The  SYMPTOMS  usually  depend  upon  the  seat  of  the  disease. 
Thus,  encephalitis  of  the  convexity  frequently  manifests  itself 
by  loss  of  consciousness,  convulsions,  and  paralysis,  while  en- 
cephalitis of  the  base,  by  paralysis  of  the  cranial  nerves,  dizzi- 
ness, difficult  deglutition,  disturbances  of  speech,  also  hemi- 
ataxia,  nystagmus,  and  symptoms  of  cerebellar  disease.  En- 
cephalitis may  be  mistaken  for  meningitis — marked  involve- 
ment of  the  cranial  nerves  and  violent  course  are  suggestive  of 
the  latter  disease,  while  motor  aphasia  and  paraphasia  of  en- 
cephalitis; also  for  cerebral  syphilis,  which  is,  of  course,  very 
rare  in  children,  and  besides  lacks  the  irregular  course  of  the 
fever  and  the  rapid  development  of  the  symptoms,  etc.,  ob- 
served in  encephalitis. 
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The  course  of  the  disease  varies  with  the  intensity  of  the 
process.  In  mild  cases,  which  usually  follow  influenza,  improve- 
ment takes  place  in  from  two  to  three  weeks,  with  gradually  in- 
creased remissions,  and,  finally,  recovery.  Often,  however,  the 
patients  linger  for  a  long  time  and  die.  The  more  rapid  the 
development  of  the  first  symptoms,  and  the  more  violent  the 
course,  the  more  certain  the  fatality;  on  the  other  hand,  the 
slower  the  development  of  the  coma  and  the  more  distinct  the 
remissions  during  the  first  weeks,  the  more  probable  is  the  re- 
covery. 

Tkeatmext. — Absolute  rest,  cold  to  the  head  and  neck,  and 
calomel  [potassium  iodid]. 

Abscess  of  the  Brain  (Encephalitis  Acuta  Pumlenta)  is  not 
a  rare  disease  of  children.  It  develops  sometimes  from  embolic 
and  hemorrhagic  foci  which  undergo  secondary  softening.  It 
more  frequently  arises  from  extension  of  purulent  inflamma- 
tions of  neighboring  organs,  such  as  the  eye,  panophthalmia; 
the  nose,  chronic  rhinitis,  caries  of  the  cribriform  bone;  and 
especially  of  the  ear,  otitis  media  or  interna,  with  caries  of  the 
petrous  portion  of  the  temporal  bone.  It  also  develops  from 
trauma, — a  sudden  plunge  or  fall,  the  kick  of  a  horse,  etc., — 
which  is  not  always  necessarily  associated  with  fracture  of  the 
skull.  Furthermore  it  may  develop  from  pulmonary  abscess  or 
gangrene,  chronic  pneumonia,-  bronchiectasis,  emphysema,  and, 
finally,  from  septic  and  pyemic  processes;  more  rarely  as  the 
result  of  cerebral  tumors,  such  as  tubercles,  syphilomata,  etc., 
and  occasionally  secondarily  to  thrush  (two  cases  of  Zenker). 
Sometimes  no  source  can  be  found.  Under  these  circumstances 
an  invasion  of  intestinal  bacteria  and  their  toxins  must  be 
suspected. 

It  is  very  often  unrecognized  or  mistaken,  especially  in  the 
beginning,  for  meningitis,  since  the  sj^mptoms  of  the  original 
disease  often  obscure  those  of  the  brain  affections.  Moreover,  the 
symptoms  of  the  latter  appear  frequently  either  too  complex  or 
insignificant.  Dilatation  of  the  pupils,  soporous  conditions,  vom- 
iting, convulsions,  and  paral3'Ses  sometimes  direct  attention  to 
the  development  of  a  new  condition;  but  this  is  not  fully  ap- 
preciated until  the  patient  is  already  in  a  raging  fever,  perhaps 
with   or  without   chills,   and  very  severe   headache,   or   until 
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apathy,  slowness  of  pulse,  and  convulsions  rapidly  appear.  The 
clinical  picture  becomes  more  complete  with  "the  appearance 
of  focal  symptoms,  e.g.,  paralysis  of  facial  and  oculomotor 
nerves,  aphasia,  monoplegia  or  hemiplegia,  and  the  like.  The 
latter  are  not  constant.  After  such  a  violent  attack  a  brief  re- 
mission of  the  symptoms  frequently  takes  place,  but  is  soon 
followed  by  a  more  violent  period,  which  ends  in  early  death. 
Sometimes  it  runs  a  very  protracted  course,  especially  after 
trauma.  After  the  first  attack  has  passed  apparent  recovery 
takes  place.  This  is  probably  due  to  the  fact  that  the  abscess 
becomes  encapsulated  and  the  brain  accommodates  itself,  more 
or  less  well,  to  the  foreign  body.  The  patients  may  remain  free 
from  severe  symptoms — that  is,  the  disease  may  continue  in  a 
mild  form,  with  occasional  headache,  vomiting,  rise  of  tempera- 
ture, mild  pareses,  etc., — for  months  or  longer,  when,  owing  to 
rupture  of  the  abscess  in  the  brain  ventricles  or  meninges,  very 
acute  symptoms  suddenly  develop  and  death  occurs  in  a  few 
hours.  In  all  these  stages  the  clinical  picture  is  so  clear  and 
suggestive  of  the  condition  that  the  diagnosis  is  easy.  It  may 
frequently  be  mistaken  for  tumors  or  meningitis,  which  is  not 
rarely  associated  with  it.  In  other  cases  the  differential  diagnosis 
is  facilitated  by  the  presence  of  symptoms,  such  as  irregular  fever 
and  chills  and  by  the  history. 

The  PROGNOSIS  is  bad,  and  relatively  best  in  cases  due  to 
trauma.  The  possibility  of  recovery  by  encapsulation  should  by 
no  means  give  rise  to  much  encouragement,  as  the  disease  proc- 
ess is  apt  again  to  become  acute  after  an  interim  of  years. 

Surgery  has  recently  saved  many  patients.  It  could  save 
by  far  more  lives,  were  it  not  that  an  operation  can  be  attempted 
only  where  the  abscess  is  very  superficial  (as  is  the  case  in  the 
majority  of  abscesses  due  to  otitis,  where  actually  many  splendid 
results  were  obtained) ;  furthermore  the  difficulty  of  diagnosis 
but  rarely  enables  the  surgeon  to  proceed  early  and  energetically 
enough.  Traumatic  brain  abscess  also  has  frequently  been  cured 
by  trephining,  incision,  and  drainage.  Prophylaxis  may  prove 
very  beneficial  indeed,  especially  in  otitis,  provided  the  course 
of  the  latter  is  carefully  watched  and  at  a  given  moment  (caries 
of  the  petrous  portion,  retention  of  pus)  operative  interference 
is  immediately  resorted  to  before  the  brain  has  become  affected. 
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Cerebral  Hemorrhage  is  of  rare  occurrence  in  children 
owing  to  the  fact  that  its  chief  causes — atheromas  and  aneu- 
risms of  the  small  arteries — are  usually  ahsent.  Cerebral  hem- 
orrhage is  often  mistaken  for  hemorrhagic  encephalitis  and 
embolism  (q.v.),  which  are  more  frequently  met  in  children. 
There  exists^  however,  a  true  cerebral  hemorrhage  in  chil- 
dren, namely,  as  a  result  of  traumatism  or  syphilis  (syph- 
ilitic arteritis),  severe  venous  congestions  (most  frequently  in 
pertussis),  and  friability  of  the  blood-vessels  (hemorrhagic  di- 
athesis, typhoid,  pyemia).  It  occurs  also  in  nephritis  and  car- 
diac hypertrophy  (excess  of  blood  in  the  head),  in  richly  vas- 
cular tumors  (apoplectiform,  cerebral  hemorrhage).  Some- 
times the  hemorrhage  is  only  capillary  in  nature,  resembling 
those  met  in  tuberculosis  of  the  brain,  tubercular  meningitis, 
sinus-thrombosis,  etc.  Such  hemorrhages  usually  run  a  course 
free  from  any  distinct  symptoms,  or  the  latter  are  inseparable 
from  those  of  the  fundamental  disease.  Often,  however,  the 
symptom-complex  of  cerebral  hemorrhage  —  dullness  of  con- 
sciousness, convulsions,  and  death  or  consequent  focal  signs, 
particularly  hemiplegia — appears  clear  even  in  children.  The 
details  of  the  symptomatology,  treatment,  prognosis,  etc.,  are 
identical  with  those  in  adults. 

[Symptomatology. — Unconsciousness,  face  flushed,  and 
pupils  insensible  to  light  and  usually  unequal  in  size.  The 
pulse  is  slow,  hard,  and  full.  Eespiration  is  slow  and  irregular. 
Heavy  snoring.     The  features  are  generally  drawn  to  one  side. 

Teeatmext.  —  Icecap ;  counterirritation.  Perfect  rest. 
Enemas  of  sulphonal  and  bromids.  Later  ergot  and  iodids. — 
Sheffield.] 

Embolism  of  the  Brain  Arteries  is  rarer  in  children  than  in 
adults.  In  adults  embolism  or  hemorrhage  is  generally  diag- 
nosticated whenever  sudden  paralysis  following  partial  or  com- 
plete loss  of  consciousness  is  observed.  In  children,  on  the 
other  hand,  such  s3^mptoms  are  usually  first  attributed  to  an 
acute  or  chronic  encephalitic  process,  particularly  tuberculosis, 
and  next  to  embolism  or  hemorrhage. 

Heart  affections,  such  as  endocarditis,  valvular  defects,  or 
myocarditis,  are  the  chief  causes,  but  embolism  may  sometimes 
occur   after  rheumatism,   chorea,   scarlatina,   diphtheria,   and 
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pneumonia.  In  50  per  cent,  of  the  cases  the  artery  of  the  Syl- 
vian fossa  is  affected  and  next  in  frequency  the  internal  carotid. 
It  is  usually  difficult  to  distinguish  embolism  from  a  hemor- 
rhage. In  both  affections  the  well-known  symptoms  appear  in- 
stantly, although  the  general  symptoms  of  the  attack  disappear 
more  quickly  in  embolism.  The  existence  of  heart  disease  often 
decides  in  favor  of  embolism.  The  absence  of  heart-murmurs, 
however,  by  no  means  precludes  embolism,  inasmuch  as  the 
thrombus,  which  is  responsible  for  the  embolism,  may  be  situ- 
ated between  the  trabeculse  of  the  left  ventricle,  in  the  left 
auricle,  or  even  in  the  pulmonary  veins. 

The  PROGNOSIS  and  treatment  of  this  condition  are  the 
same  as  in  adults. 

Sinus-thrombosis  may  be  due  to  retardation  of  the  venous 
blood-current,  resulting  from  cardiac  debility  (marantic  throm- 
hosis),  as  occurs  in  exhausting  diseases,  such  as  profuse  diar- 
rhea, suppurations,  and  hemorrhages.  Usually  the  longitudinal 
sinus  is  affected.  As  a  rule,  sinus-thrombosis  is  not  manifested 
by  marked  symptoms,  or  those  of  hydrocephalus  predominate. 
The  prognosis  is  naturally  bad,  but  an  attempt  should  be  made 
to  improve  the  circulation  b}'^  the  administration  of  stimulants. 
Eetardation  of  the  venous  blood-current  may  also  be  a  result 
of  impediment  to  the  venous  outflow,  as  occurs,  e.g.,  in  cases  of 
compression  by  tumors  of  the  neck. 

Phlehitic  sinus-thromhosis,  which  not  infrequently  assumes 
a  pyemic  character,  is  of  more  practical  importance.  It  is  due 
to  extension  of  an  inflammation  from  the  vicinity,  e.g.,  puru- 
lent skin  eruptions  on  the  head,  erysipelas,  purulent  processes 
of  the  nose  and  eyes  and  particularly  of  the  ear,  where  caries 
of  the  petrous  portion  of  the  temporal  bone — ^whether  the  re- 
sult of  acute  or  chronic  otitis — not  rarely  continues  to  spread 
and  leads  to  sinus-thrombosis.  In  this  form  of  the  disease  the 
transverse  and  petrosal  sinuses  are  usually  affected,  but  also  the 
other  sinuses.  Thrombosis  involving  these  parts  causes  nervous 
symptoms,  clonic  and  tonic  convulsions,  coma,  delirium,  paral- 
yses, etc.  Local  symptoms  are  sometimes  discernible.  Thus, 
in  thrombosis  of  the  cavernous  sinus :  passive  congestion  in  the 
ophthalmic  vein,  hyperemia  of  the  fundus  oculi,  exophthalmos, 
and  edema  of  the  eyelids  and  half  of  the  face.    In  thrombosis 
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of  the  petrosal  sinus :  edema  behind  the  ear.  In  thrombosis  of 
the  transverse  sinus:  lessened  fullness  of  the  external  jugular 
vein  on  the  affected  side, — because  it  can  more  easily  discharge 
its  contents  in  the  empty  internal  Jugular.  Marantic  sinus- 
thrombosis  in  nurslings  is  often  manifested  also  by  bulging  of 
the  previously  sunken  f ontanelles.  In  purulent  processes  sinus- 
thrombosis  also  produces  pyemic  fever  and  may  cause  embolic 
processes,  hemorrhagic  infarcts,  and  general  pyemia.  Even 
here  the  symptoms  are  often  not  very  characteristic  and  the 
diagnosis  is  quite  difficult. 

The  DIAGNOSIS  is  somewhat  facilitated  by  lumbar  puncture, 
inasmuch  as  the  fluid  obtained  from  hemorrhagic  sinus-throm- 
bosis permits  of  microscopic  differentiation  between  primary 
(marantic)  and  secondary  (septic)  sinus-thrombosis,  the  diag- 
nosis depending  upon  the  presence  or  absence  of  micro-organisms. 

In  phlebitic  sinus-thrombosis  operative  interference,  if 
begun  early,  offers  some  chance  of  saving  the  patient.  At  pres- 
ent attempts  are  frequently  made  to  reach  the  affected  sinus 
itself.  The  physician,  however,  should  rather  endeavor  to  pre- 
vent the  occurrence  of  sinus-thrombosis  (see  "  Otitis  "). 

Sclerosis  of  the  Brain  in  its  diffuse  and  disseminated  forms 
is  of  infrequent  occurrence  in  children.  It  is  either  congenital 
or  appears,  frequently  after  infectious  disease,  in  apparently 
healthy  and  normally  developed  children  in  the  first  few  years  of 
life.  It  develops  gradually,  but  usually  presents  a  quite  dis- 
tinct clinical  picture.  It  begins,  as  a  rule,  with  disturbance  of 
motion,  which  gradually  increases  to  spastic  paraplegia,  first  of 
the  lower,  then  of  the  upper,  extremities.  This  is  followed  by 
disturbance  of  speech,  which  is  at  first  slow  and  later  scanning. 
Soon  the  intellect  becomes  involved;  the  patient  becomes  for- 
getful and  dull  and  gradually  idiotic.  Finally,  there  is  a  dis- 
turbance of  the  corporal  development,  e.g.,  anemia,  emacia- 
tion, etc.;  intention  tremor,  difficult  deglutition,  sometimes 
nystagmus,  amaurosis,  deafness,  and  attacks  of  disturbance  of 
consciousness.  Incontinence  of  feces  and  urine  soon  follows, 
and,  with  general  decay  of  the  body,  death  occurs,  usually 
with  sopor.  The  development  of  the  disease  can  but  rarely  be 
checked  by  therapeutic  measures.  If  syphilis  is  suspected,  spe- 
cific treatment  should  be  tried. 
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The  PROGNOSIS  is  unfavorable. 

Tuberculosis  of  the  Brain    (see  pages  232  et  seq.). 

Tumors  of  the  Brain. — Aside  from  brain  tubercle,  already 
described,  which  is  the  most  frequent  neoplasm  found,  sarcoma 
in  most  diverse  forms  (myxosarcoma,  gliosarcoma,  etc.)  is  rela- 
tively of  frequent  occurrence  in  the  infantile  brain.  Gliosar- 
coma, like  the  other  primary  or  secondary  tumors  (carcinoma, 
osteochondroma,  gummata,  echinococci,  cysticerci,  dermoid 
cysts)  which  are  met  with  here  more  rarely,  causes  the  same 
symptoms  in  children  as  in  adults.  In  slow-growing  brain 
tumors  especially  the  corresponding  place  on  the  opposite  side 
of  the  growing  brain  often  assumes  the  functions.  Total 
latency  often  exists,  and  it  is  not  at  all  rare  for  the  situation 
not  to  be  revealed  until  sudden  appearance  of  symptoms,  e.g._, 
when  compression  of  the  adjacent  parts  exceeds  certain  limits; 
when  the  tumors  arising  from  the  bone  spread  directly  to  the 
meninges  and  brain;  or  when,  in  highly  vascular  tumors,  an 
extensive  hemorrhage  brings  on  apoplectic  attacks,  etc. 

Therapeutic  measures  achieve  good  results  only  in  cases 
of  gummata  (which  are  very  rare).  It  is  therefore  advisable  to 
institute  energetic  specific  treatment  if  syphilis  is  suspected. 
Operative  interference  has  in  recent  years  been  repeatedly  and 
successfully  attempted  in  brain  tumors  easily  accessible  to  the 
knife.  The  cases  that  can  actually  be  cured  by  it,  however,  are 
extremely  rare. 

Spastic  Spinal  Paralysis  (Congenital  Rigidity  of  the  Limbs, 
Little's  Disease)  is  quite  a  rare  affection.  It  is  sometimes  not 
detected  until  the  children  begin  to  walk,  but  sometimes  it  is 
noticed  soon  after  birth.  While  bathing  the  child,  the  mother 
notices  a  peculiar  rigidity  of  its  body;  that  the  child  does  not 
kick,  but  usually  lies  motionless  with  the  legs  pressed  against  each 
other,  or,  perhaps,  one  upon  the  other.  The  child  attempts  to 
walk  late  and  with  difficulty.  The  patient  takes  short  rigid  steps 
with  the  feet  in  a  tiptoe  position,  the  knees  pressed  closely  to- 
gether, or  the  legs  are  thrown  across  each  other  and  the  lower 
parts  of  the  legs  are  rotated  inward,  the  feet  usually  touching 
the  ground  with  the  great  toes  only.  There  is  also  tension  of 
the  muscles,  particularly  rigid  contraction  of  the  abductors  of 
the  thigh  and  calf  muscles,  and  later  involvement  of  the  upper 
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extremities  and  even  of  the  trunk.  The  paresis  and  rigidity  of 
the  lower  extremities  become  gradually  more  pronounced.  At 
first  the  patients  are  able,  if  supported,  to  move  a  few  steps 
forward  in  a  clumsy,  spastic,  paretic  gait,  but  they  soon  are 
rendered  helpless  by  development  of  fixed  contractures.  The 
patellar  reflex  is  exaggerated.  The  skin  of  the  lower  extremi- 
ties is  often  cool,  somewhat  cyanotic,  and  its  sensibility  is  dis- 
turbed. The  electromuscular  contractility  of  the  muscles  and 
the  functions  of  the  sphincters  are  normal.  There  is  usually  no 
atrophy  of  the  musculature.  In  some  cases,  however,  atrophy 
(amyotrophic  spinal  paralysis  s.  lateral  sclerosis)  and  brain 
symptoms  (especially  bulbar  symptoms)  are  later  observed. 
Sometimes  there  is  defective  psychical  development  from  the 
beginning,  in  other  cases  not  until  later.  Not  infrequently  also 
complete  idiocy,  stammering,  nystagmus,  strabismus,  and  con- 
vulsions are  observed.  Opinions  differ  greatly  as  to  the  real 
nature  and  anatomical  changes  of  spastic  paralysis.  An  altera- 
tion in  the  pyramidal  tracts,  however,  seems  to  be  the  chief 
cause.  Premature  birth;  difficult,  protracted  labor  with 
trauma  during  parturition;  and  intra-uterine  diseases  are  men- 
tioned as  exciting  causes.  Consanguinity  of  the  parents  was 
often  observed,  and  hereditary  syphilis  sometimes  seems  to 
serve  as  a  contributing  cause.  According  to  Flechsig,  the 
pyramidal  tract  of  the  spinal  cord  is  formed  last  (in  the  fifth 
to  seventh  fetal  month);  moreover  the  fibers  do  not  receive 
their  medullary  sheath  until  the  ninth  fetal  month,  and  its 
complete  development  does  not  take  place  until  the  first  few 
months  of  extra-uterine  life.  It  is  therefore  not  at  all  sur- 
prising that  an  arrest  of  development  often  occurs  in  premature 
births;  that  in  difficult  labors  with  mild  injuries,  mild  en- 
cephalitic  changes,  hemorrhages  in  the  spinal  cord,  and  in- 
juries of  the  vertebral  column  the  undeveloped  tract  suffers; 
and  that  in  more  severe  injuries  (intra-uterine  disturbances,  in- 
flammation and  defective  development)  the  brain  is  involved. 
The  PROGNOSIS  of  spastic  spinal  paralysis  is  not  absolutely 
unfavorable  except  when  the  disease  is  complicated  by  severe 
cerebral  symptoms.  Prolonged  pauses,  improvement,  and  even 
cure  are  observed;  even  amyotrophic  lateral  sclerosis  runs  a 
slower  course  in  children  than  in  adults. 
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Treatment. — Early  orthopedic  measures.  Galvanization 
of  the  spinal  cord  and  of  the  peripheral  nerves ;  careful  massage ; 
also  immobilization  and  passive  movements;  practice  in  gym- 
nastics, baths,  etc.    Tenotomies  (tendo  Achillis)  if  necessary. 

Myoclonus  (Pajamyoclonus  Multiplex,  Friedreich)  is  often 
mistaken  for  hysteria  or  grouped  with  chorea  electrica.  It  is, 
however,  a  disease  yer  se,  and  of  quite  rare  occurrence.  It  con- 
sists of  rapid,  regular,  clonic  twitchings  of  S3nnmetrical  muscles 
or  muscle  groups,  particularly  of  the  extremities.  It  rarely  in- 
volves other  parts  of  the  body,  and  almost  never  the  face.  It 
occurs  in  paroxysms,  ceases  during  sleep,  and  does  not  hinder 
voluntary  movements.  It  is  said  to  be  due  to  irritation  of  the 
anterior  horns  resulting  from  mental  and  physical  overexertion 
or  violent  emotion.  The  muscular  irritability  is  not  at  all  or 
but  slightly  exaggerated.  The  patellar  reflex  is  usually  exag- 
gerated, while  the  electric  excitability,  the  coarse  motor  power, 
and  co-ordinated  movements  are  unchanged. 

The  PROGNOSIS  is  very  doubtful.  Occasionally  myoclonus 
is  said  to  have  been  improved  or  even  cured  by  galvanization  of 
the  spinal  column,  gymnastic  exercises,  etc. 

Myotonia  Congenita  (Thomsen's  Disease)  is  a  rare  and 
sometimes  hereditary  affection.  It  consists  of  prolonged  mus- 
cular contraction  and  rigidity  of  a  group  of  muscles  whenever 
voluntary  movement  is  attempted  by  the  patient,  e.g.,  arising 
from  any  attitude  is  very  difficult;  the  hand  given  to  some  one 
is  released  with  difficulty.  Myotonia  usually  affects  only  in- 
dividual muscle  groups.  Sometimes,  however,  the  whole  body 
becomes  rigid  as  the  result  of  external  causes,  such  as  psychical 
effects,  coughing,  sneezing,  etc.  The  pathology  of  the  disease  is 
obscure.  The  affected  muscles  are  normally  developed  and  of- 
ten hypertrophied;  otherwise  the  individual  is  normal  and 
healthy.  The  disease  is  uninfluenced  by  treatment  and  remains 
so  throughout  life.  It  may  easily  be  mistaken  for  tetany  or  for 
muscular  dystrophy,  yet  there  are  a  number  of  objective  signs 
which  facilitate  the  diagnosis.  The  mechanical  irritability  of 
the  muscles  is  considerably  exaggerated;  a  single  stroke  with 
the  precussion  hammer  causes  a  slow  tonic  contraction  of  the 
muscle-fibers,  which  continues  for  some  time.  The  nerves  show 
no  exaggerated  mechanical  irritability.     There  is,  however,  a 
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very  marked  alteration  in  the  behavior  of  the  muscles  toward 
electric  stimulation  ("myotonic  reaction,"  Erb)  ;  namely,  the 
faradic  irritability  of  the  nerves  is  not  changed,  but  by  apply- 
ing a  stronger  current  the  muscles  supplied  by  certain  nerves 
contract  very  firmly  and  remain  in  this  condition  for  some  time 
after  interruption  of  the  current.  The  direct  faradic  irritabil- 
ity of  the  muscles  is  so  strongly  increased  as  to  require  only  a 
mild  current  to  produce  a  prolonged  contraction.  The  gal- 
vanic irritability  of  the  nerves  is  not  increased,  but  rather  di- 
minished; the  identical  muscular  phenomenon,  however,  is  ob- 
served on  galvanic  as  on  faradic  stimulation  of  the  nerve.  The 
direct  galvanic  irritability  of  the  muscles  is  increased,  and  the 
anodal  contraction  is  usually  stronger  than  the  cathodal  con- 
traction. The  contractions  are  slow  and  continue  a  long  time 
after  interruption  of  electric  stimulation.  The  most  charac- 
teristic symptom  is  the  peculiar  rhythmical  wavelike  contrac- 
tion which  progresses  from  the  cathode  to  the  anode.  This 
manifestation  is  best  observed  when  a  strong  current  from  20 
to  25  milliamperes  is  employed  and  the  negative  pole  is  applied 
over  the  tendinous  extremity  of  a  muscle.  If  the  cathode  is 
placed  in  the  palm  of  the  hand  and  the  anode  on  the  shoulders, 
a  wavelike  contraction  is  seen  gradually  to  spread  from  the 
muscles  near  the  wrist  to  those  of  the  shoulders  (Sachs). 

[Treatment. — The  condition  may  be  improved  by  active 
muscular  exercise. — Sheffield.] 

Ataxia  Hereditaria  (Friedreich's  Disease). — A  rare  disease 
of  family  nature  (tw^o  or  more  members  of  one  family  are  often 
affected).  Heredity  is  sometimes  traceable  through  several 
generations.  There  is  sometimes  a  history  of  alcoholism  in  one 
or  both  parents  or  a  diabetic  ancestry  and  less  frequently  sj^ph- 
ilis  or  onanism  is  blamed.  In  a  few  ataxia  developed  after  scar- 
latina. The  etiology  is  otherwise  obscure.  It  affects  male  and 
female  alike.  Anatomically  there  is  a  degeneration  of  the 
white  posterior  columns  of  the  cord,  especially  the  column  of 
Goll  and  partial  degeneration  of  the  lateral  columns.  Involve- 
ment of  the  posterior  gray  horns  is  rare.  The  degenerative 
process  manifests  a  tendency  to  progress  longitudinally.  Some 
believe  in  an  arrest  of  development  of  the  spinal  cord  inasmuch 
as  the  latter  is  at  times  reduced  in  width. 
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The  disease  usually  begins  insidiously  in  'the  sixth  or  sev- 
enth year  of  life  (up  to  the  age  of  15)  in  a  masked  manner  with 
ataxic  disturbances  of  the  lower  extremities.  At  first  there  is 
an  unsteadiness  and  hesitation  of  the  gait,  then  frequent  stum- 
bling, and  "  throwing ^^  of  the  legs  forward  and  falling;  grad- 
ually, the  tabetic-cerebellar  gait  develops,  and  later  complete 
inability  to  walk  or  stand.  Slowly  the  upper  extremities  become 
affected,  until  finally  the  static  and  locomotor  ataxia  become  very 
distinct.  Hereditary  ataxia  sometimes  begins  with  enuresis,  and 
nodding  movements  of  the  head,  which  are  often  a  late  symp- 
tom, may  also  be  noticed  at  the  outset.  These  latter  symptoms 
are  accompanied  by  disturbances  of  speech.  The  speech,  which 
is  slightly  scanning,  reminds  one  of  that  observed  in  multiple 
sclerosis,  but  is  at  times  hesitating  and  stumbling  and  again 
slow  and  awkward.  The  patients  are  often  affected  by  a  coarse 
tremor,  later  by  paralyses,  contractures,  and  atrophies,  espe- 
cially of  the  shoulder  and  pelvic  region.  Nystagmus,  kypho- 
scoliosis, and  the  so-called  Friedreich's  foot — dorsal  flexion  of 
the  toes,  very  pronounced  excavatio  plantaris,  and  pes  equinus 
— appear  in  later  years. 

The  cutaneous  reflexes  are  always  present,  while  the  ten- 
don, reflexes  are  absent.  If  these  reflexes  are  increased,  the  dis- 
ease is  not  hereditary  ataxia!  There  are  usually  no  disturb- 
ances of  sensibility.  Eomberg's  symptom  is,  according  to  Sachs, 
at  times  present.  Optic  atrophy  is  of  rare  occurrence  and  the 
Argyll  Robertson  symptom  is  absent.  Neither  is  there  any  pro- 
nounced disturbance  of  the  bladder  or  rectum  (may  develop  in 
later  stage).  Intelligence  remains  intact  for  a  long  time,  but 
late  in  the  disease  a  decline  of  the  mental  faculties  and  a  stupid 
expression  of  the  face  becomes  apparent.  There  is  also  vertigo, 
palpitation,  and  occipital  headache.  ["Unprovoked  and  uncon-, 
trollable  laughter  is  quite  a  characteristic  symptom  of  the  dis- 
ease."— Sheffield.] 

A  differential  diagnosis  is,  as  a  rule,  made  by  exclusion  of 
other  affections.  Thus,  multiple  sclerosis  does  not  begin  with 
ataxia.  In  tahes  dorsalis  the  reflexes  are  usually  increased. 
There  are  disturbances  of  sensibility,  and  the  gait  is  purely 
tabetic.  In  small  tumors  of  the  brain  head  symptoms  chiefly 
prevail,  while  the  upper  extremities  are  unaffected.     Heredo- 
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ataxie  cerehelkuse  appears  later,  and  the  tendon-reflexes  are  nor- 
mal or  exaggerated. 

Friedreich's  disease  runs  a  very  chronic  course,  it  may  last 
decades.  The  patient  may  live  to  the  age  of  40  years.  Some- 
times temporary  remission  or  even  improvement  occurs,  but,  as 
a  rule,  the  affection  is  progressive  in  character.  In  the  course 
of  from  four  to  six  years  the  patients  are  usually  crippled.  A 
cure  is  out  of  the  question.  Death  occurs  from  general  exhaus- 
tion or  intercurrent  diseases,  sometimes  with  cerebral  symptoms. 

Treatment. — Administration  of  tonics,  ergotin,  potassium 
iodid  [iodipin],  electricity,  and  galvanization  of  spine. 
Fraenkel's  compensatory  exercises  may  be  tried.  Treatment  in 
watering  places. 

Spinal  Paralysis  (Poliomyelitis  Acuta  Anteriora,  formerly 
Essential  Paralysis)  is  a  frequent  disease  of  childhood.  It  is 
observed  especially  in  children  of  from  1  to  4  years  of  age  and 
more  rarely  in  older  ones.  When  brought  to  the  physician  for 
examination,  they  are  usually  already  paralyzed.  Ordinarily 
they  are  otherwise  healthy,  often  robust  in  appearance,  and 
while  free  from  disturbances  of  sensation  they  are  afflicted  by 
atonic  paralysis,  sometimes  even  in  the  stage  of  retrogression. 
The  history  in  all  of  them  is  almost  always  the  same.  While 
enjoying  perfect  health  the  child  is  attacked  by  either  high  or 
moderate  fever,  headache,  more  or  less  somnolence  (rarely  real 
sopor),  sometimes  also  vomiting  and  twitchings,  and  even  con- 
vulsions. This  clinical  aspect,  which  resembles  that  of  an  acute 
infectious  disease,  persists  for  a  few  days  and  finally  subsides, 
leaving  a  paralytic  condition  varying  in  degree  and  extension. 

The  prodromal  stage  varies  greatly  in  duration,  from  a  few 
hours  to  a  week  or  longer.  It  may  barely  be  noticeable  or  may 
be  entirely  absent ;  so  that  the  paralysis  occurs  very  abruptly. 
The  paralysis  usually  affects  either  both  legs  and  one  arm  or  one 
upper  and  one  lower  extremity  on  opposite  sides,  and  more  rarely 
on  the  same  side,  and  still  more  rarely  both  arms  or  both  legs. 
Occasionally  one  extremity  is  affected,  or  only  the  muscles  of  the 
neck.  Sometimes  all  four  extremities  are  simultaneously  in- 
volved. The  paralysis  is  immediately  complete ;  very  rarely  it  is 
not  so  in  the  beginning,  but  becomes  complete  a  few  days  or 
weeks  after  the  attack.    The  paralysis  does  not  remain  long  in  its 
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original  intensity,  but  begins  to  recede,  often  after  a  few  days  or 
a  week,  gradually  disappearing  in  several  affected  limbs  or  at 
least  in  several  groups  of  muscles.  Some  parts  of  the  body, 
however,  remain  permanently  paralyzed.  Thus,  the  muscles  of 
the  shoulder  and  arm,  more  rarely  those  of  the  forearm  and 
the  lower  extremities  (usually  the  muscles  supplied  by  the 
perineus  nerve)  and  the  thigh  (the  quadriceps,  etc.).  If  the 
paralysis  does  not  disappear  within  the  first  few  weeks,  it  usu- 
ally persists  later  and  often  for  life.  Unexpected  improve- 
ments are  very  rare  in  the  later  stages.  A  few  weeks  or  months 
after  the  beginning  of  the  attack  atrophy,  with  its  conse- 
quences, follows.  Thus,  the  affected  limb,  especially  the  deltoid 
and  shoulder  group  of  muscles  gradually  becomes  weaker;  so 
that  a  distinct  gap  is  formed  between  the  head  of  the  humerus 
and  the  acromion.  Often  the  whole  extremity  becomes  atro- 
phied, the  muscles  are  flabby  and  thin,  and  the  articular  bands 
so  lax  that  the  limb  appears  elongated  and  even  undergoes  sub- 
luxation or  true  luxation.  Frequently  there  is  atrophy  of  the 
bones;  •  so  that  the  extremity  appears  shortened.  The  tempera- 
ture is  gradually  lowered,  and  the  paralyzed  limb  cool  and  at 
times  also  cyanotic.  This  symptom  sometimes  occurs  as  early 
as  the  fifth  day  of  the  onset  of  the  paralysis,  more  often  not 
until  from  one  or  one  and  one-half  weeks  after.  It  is  generally 
of  bad  omen,  as  the  parts  thus  affected  usually  remain  powerless 
throughout  life. 

A  diminution  or  complete  extinction  of  the  electromuscular 
excitability  appears  sooner  than  the  visible  atrophy.  The 
f aradic  reaction  is  soon  lost,  while  the  galvanic  persists  for  some 
time,  the  duration  depending  upon  the  progress  of  the  muscular 
degeneration.  Finally,  there  is  a  loss  of  the  plantar  and  patel- 
lar reflexes.  The  sphincters  are  almost  always  intact!  The 
parts  that  do  not  recover  from  the  paralysis  within  the  first  ten 
to  twelve  months  usually  remain  hopelessly  lost  forever,  and, 
owing  to  the  preponderance  of  the  antagonistic  muscles  over 
those  which  are  paralyzed,  deformities  (pes  equinus,  varus,  club- 
hand, etc.)  are  the  inevitable  result.  This  is  the  first  stage  of 
the  disease. 

It  must  especially  be  emphasized  that  the  mental  develop- 
ment never  suffers,  but  that  the  cicatrized  myelitic  foci  may 
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subsequently  give  rise  to  new  spinal  affections,  such  as  new 
poliomyelitis,  progressive  spinal  muscular  atrophy,  etc.  The 
patients  remain  cripples  if  the  disease  is  not  remedied  some- 
what by  energetic  treatment  (see  further). 

Anatomically  the  disease  consists  of  multiple  myelitic  proc- 
esses, particularly  of  the  gray  substance  of  the  anterior  horns, 
especially  in  the  cervical  and  lumbar  enlargements  of  the  cord. 
It  sometimes  attacks  also  the  antero-lateral  tracts,  spreading 
upward  and  downward,  and  occasionally  also  the  gray  substance 
of  the  posterior  horns.  This  explains  the  pain  in  some  cases 
and  the  anesthesia  in  others.  The  brain  is  usually  unaffected. 
Some  symptoms,  however,  may  also  arise  here.  This  is  almost 
always  the  case  in  the  beginning  of  the  attack,  but  may  also  be 
seen  later;  indeed,  even  mixed  forms  between  spinal  and  cere- 
bral paralyses  are  observed.  N'ot  infrequently  there  is  an  epi- 
demic simultaneous  appearance  of  both  forms;  so  that  there 
is  a  tendency  to  attribute  both  affections  to  one  and  the  same 
unknown  infectious  agent.     The  etiology  is  otherwise  obscure. 

Generally  spinal  paralysis  is  strongly  characteristic  and 
can  usually  be  easily  differentiated  from  the  other  form.  The 
initial  febrile  stage,  the  sudden  and  complete  development  and 
synchronous  partial  disappearance  of  the  paralysis,  the  almost 
constant  integrity  of  the  sphincters  and  the  sensory  sphere,  the 
lowered  temperature  in  the  affected  parts,  and  the  rapid  ex- 
tinction of  the  faradic  reaction  furnish  a  clear  clinical  picture. 
Only  certain  paralyses  which  are  caused  by  laceration  and  com- 
pression of  the  nerve-trunks  (by  trauma,  luxation  of  the  hu- 
merus, etc.)  may  come  in  question;  here,  however,  the  febrile 
initial  stage  is  absent.  Furthermore  it  may  be  mistaken  for 
simple  atrophy,  which  at  times  occurs  as  a  result  of  defective 
development,  but  in  the  latter  there  is  no  paralysis;  on  the 
contrary,  the  muscular  power  and  electric  reaction  are  intact. 

Treatmext. — In  the  febrile  stage,  when  the  physician  is 
very  rarely  consulted,  icecap  to  the  head  (also  a  few  leeches  be- 
hind the  ears,  or  inunction  of  unguentum  hydrargyri),  and  a 
few  doses  of  calomel  [salicylate  of  soda].  One  or  two  weeks 
later  electricity  should  be  applied  and  very  regularly  and  care- 
fully continued  two  or  three  times  a  week,  seven  minutes  at  a 
time.     First  the  constant  current  is  to  be  used;    later  the  far- 
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adic.  The  large  anode  is  kept  stabile  on  the  neck  and  the  small 
cathode  on  the  muscles.  In  addition  to  this,  massage  and  gym- 
nastic exercises  are  to  be  resorted  to.  Also  "sool"  and  "moor" 
baths  and  treatment  in  different  watering  places  may  be  tried. 
Internally  also  potassium  iodid.  In  later  stages  only  the  surgeon 
or  orthopedist  may  still  be  of  service  by  partly  preventing  de- 
formities or  correcting  them  by  tenotomy,  arthrodesis,  and  the 
recent  method  of  tendon  transplantation  (q.v.). 

Compression  Myelitis  may  occur  in  acute  form  from  frac- 
ture of  the  vertebral  column,  and  gradually  from  syphilitic  dis- 
ease of  the  vertebrae,,  aneurisms,  and  tumors.  In  children,  how- 
ever, it  is  almost  invariably  caused  by  caries  of  the  vertebral 
column  (see  "  Spondylitis ''),  and  not  so  much  by  pressure  of  a 
displaced  bone  as  by  compression  on  part  of  developing  tuber- 
culous masses  and  exudates  between  the  dura  and  bone  substance 
— a  compression  producing  not  only  pressure-atrophy,  but  also 
a  direct  inflammation  of  the  spinal  cord.  Myelitis  is  rarely  uni- 
lateral, giving  rise  to  symptoms  of  a  unilateral  lesion,  but,  on 
the  contrary,  although  otherwise  gradually  progressive,  it 
spreads  rapidly  to  the  other  side.  Sometimes  it  is  discernible 
sooner  than  the  bone  disease.  As  a  rule,  both  progress  at  the 
same  pace,  but  the  caries  may  be  more  or  less  strongly  devel- 
oped at  the  time  the  first  signs  of  myelitis  appear.  On  the  other 
hand,  pronounced  caries  may  exist  without  the  presence  of 
myelitis. 

It  usually  begins  with  neuralgic  pain,  then  by  distinct 
debility  of  the  muscles  supplied  by  nerves  from  the  spinal 
cord  beloAV  the  compressed  portion.  Thus  in  compression  of 
the  cervical  portion  of  the  cord  there  is  first  an  involvement  of 
the  upper  extremities  and  then  of  the  lower;  in  compression 
of  the  dorsal  portion  the  lower  extremities  only  are  involved. 
The  debility  gradually  gives  way  to  paresis  and  then  to  spastic 
paralysis.  Later  on  the  paralyzed  parts  becomq  subject  to 
twitching,  tremor,  contracture,  etc.  The  tendon  and  skin  re- 
flexes are  at  first  exaggerated  and  then  abolished.  Anesthesia 
sets  in  and  the  paralyzed  muscles  atrophy.  If  the  compressed 
portion  is  high  up,  the  diaphragm  also  is  involved,  so  that  res- 
piration is  interfered  with;  and,  if  the  lesion  is  situated  in  the 
lumbar  region,  there  is  complete  paraplegic  paralysis  of  the 
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sphincters.  Finall}',  trophic  disturbance,  such  as  decubitus  an<\ 
convulsions  arise,  and  under  these  manifestations  (also  pneu- 
monia, etc.)  myelitis  eventually  terminates  fatally. 

If  the  primary  disease  can  successfully  be  mastered  before 
destruction  of  the  cord  has  progressed  too  far,  there  is  hope  for 
partial  or  complete  retrogression  of  the  compression  myelitis. 
Often,  however,  treatment  is  begun  too  late,  and,  while  it  may 
yet  be  possible  to  arrest  the  spondylitis,  the  symptoms  of  myeli- 
tis never  abate.  It  is  therefore  important  to  detect  the  caries 
first  and  treat  it  as  soon  as  possible.  If  after  curing  the  latter 
some  disturbance  still  remains,  an  attempt  must  be  made  to 
improve  the  condition  by  massage,  baths,  treatment  in  water- 
ing places,  or  cautious  use  of  the  constant  electric  current. 

Disseminated  Sclerosis  (Multiple,  Insulated  Sclerosis;  Scle- 
rose en  Plaques)  is  a  disease  of  individuals  from  20  to  30  years 
of  age,  but  occasionally  in  younger  ones.  The  prodromata  are 
sometimes  observed  much  earlier.  Sachs's  youngest  patient  was 
14  5^ears  old  and  presented  2:>rodromal  s3'mptoms  for  four  years; 
Totzke  found  the  first  symptoms  twice  at  birth,  once  at  the 
age  of  5  years,  and  once  at  14  months.  Infectious  diseases, 
such  as  measles,  scarlet  fever,  typhoid,  influenza  and  pneumonia, 
traumatism,  and  finally  an  hereditary  nervous  diathesis  play  the 
etiological  role. 

Symptomatology. — The  prodromata  consist  of  weakness 
in  the  upper,  sometimes  lower,  extremities ;  slight  awkwardness 
and  tremor  in  the  fingers;  and  mild  subjective  disturbance  of 
sensibility  in  the  arms  and  legs.  The  characteristic  symptoms 
develop  very  slowly  and  vary  in  intensity.  Intention  tremor  is 
the  most  pathognomonic  sign  of  the  disease,  and  gradually  in- 
creases to  such  an  extent  that  the  patient  is,  e.g.,  unable  to 
drink,  write,  etc.,  and  finally  to  make  use  of  his  hands  and  legs. 
There  are  also  disturbances  of  vocal  articiilation,  such  as  slow, 
hesitating,  scanning  speech;  very  often  disturbances  in  the 
eyes — diminution  of  reaction  to  light  and  accommodation, 
myosis,  nystagmus,  disturbance  of  vision,  often  narrowing  of 
the  field  of  vision  and  not  rarely  irregularity  of  the  pupils; 
tremor  of  the  tongue;  listless,  stupid  expression  of  the  face; 
weakness  of  memory,  easy  changeability  of  disposition  (laugh- 
ing and  crying  without  apparent  cause;  irritability).    A  spastic 
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paretic  condition  of  the  extremities  gradually  appears,  the 
tremor  becomes  stronger  and  speech  less  intelligible.  Some- 
times objective  disturbances  of  sensibility — anesthesia  or  hy- 
peresthesia— ^now  appear;  also  paralysis  of  the  eye  muscles, 
apoplectic  attacks,  atrophy  of  the  muscles,  and  alteration  of 
electric  irritability.  Disturbances  of  the  bladder  and  rectum 
are  absent.  The  symptomatology  is  very  variable,  which  is 
rather  not  surprising,  considering  the  anatomical  basis  of  the 
disease — multiple  sclerotic  lesions  in  the  brain  and  often  also 
in  the  spinal  cord. 

Errors  in  diagnosis  are  frequent.  It  may  be  mistaken  for 
(1)  myelitis,  which  is  not  rare  in  children;  (2)  congenital 
spastic  paraplegia;  (3)  hereditary  tremor;  (4)  hysteria,  and  (5) 
paralysis  agitans.  In  myelitis  there  is  a  very  acute  implication 
of  the  bladder  and  often  disturbance  of  sensibility.  Congenital 
spastic  paraplegia  appears  very  early  and  is  free  from  the  chief 
symptoms  of  disseminated  sclerosis.  Hereditary  tremor  gives 
rise  to  no  further  symptoms  even  after  prolonged  observation. 
Hysteria  almost  never  presents  nystagmus,  scanning  speech,  or 
intention  tremor,  but  frequently  anomalies  of  sensibility.  Pa- 
ralysis agitans  is  extremely  rare  in  children. 

Disseminated  sclerosis  is  incurable,  but  is  not  fatal  per  se. 
It  may  last  years  and  be  interrupted  by  short  or  long  remissions 
or  remain  stationary.    Death  follows  intercurrent  diseases. 

The  symptoms  are  alleviated  by  continued  rest  in  bed, 
lukewarm  baths,  with  cool  spinal  douches,  galvanic  current,  and 
massage;   internally,  perhaps,  silver  nitrate. 

Tabes  Dorsalis  [Locomotor  Ataxia]  very  rarely  occurs  in 
children.  There  is  usually  a  history  of  hereditary  syphilis. 
Specific  medication  is  sometimes  very  effective.  The  symptom- 
atology is  identical  with  that  observed  in  adults. 

Progressive  Muscular  Dystrophy. — Under  this  name  are 
embraced  the  four  pathological  states  which  were  formerly  con- 
sidered separate  diseases — ^namely,  pseudohypertrophy,  juvenile 
muscular  atrophy,  infantile  muscular  atrophy  with  primary  in- 
volvement of  the  face,  and  hereditary  muscular  atrophy.  These 
affections  are  now  recognized  as  merely  four  types  of  the  same 
disorder  presenting  the  characteristics  of  a  pure  original  myop- 
athy.   The  etiology  is  as  yet  entirely  obscure. 
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This  disease,  which  is  always  hereditary,  is  transmitted 
from  generation  to  generation,  with  or  without  skipping  single 
generations  or  individuals,  or  affects  several  brothers  or  sisters 
of  healthy  parents  of  the  same  family.  It  chiefly  affects  boys, 
and  consists  anatomically  in  atrophy  and  gradual  disappearance 
of  fibers  of  certain  muscles,  which  are  at  times  replaced  by  an 
extraordinary  increase  of  connective  and  adipose  tissue,  so  that 
the  muscles,  as  a  whole,  appear  to  be  thickened  and  pseudo- 
hypertrophic (often  also  quite  hard).  As  a  rule,  it  begins  be- 
tween the  fifth  and  tenth  years  of  life,  progresses  very  slowly, 
is  sometimes  interrupted  by  a  standstill  or  even  apparent  im- 
provement, and  usually  does  not  end  fatally  until  after  the  ex- 
piration of  years. 

At  first  there  is  a  peculiar  weakness  in  the  lower  extremi- 
ties. The  patients  easily  tire,  especially  in  mounting  stairs, 
walk  with  the  legs  apart,  are  shaky,  and  to  a  certain  extent  bal- 
ance the  trunk  upon  the  legs,  and  later  present  (in  standing)  a 
lordosis  of  the  vertebral  column.  Certain  muscles,  especially 
those  of  the  calves  and  the  glutei,  increase  in  circumference, 
while  the  qnadriceps  femoris  and  the  peronei  muscles  usually 
appear  atrophic.  The  appearance  of  the  atrophy  differs  in 
every  individual  type. 

In  the  scapulo-humeral  form  (''juvenile  muscular  atrophy'' 
proper)  it  begins  with  the  pectorals,  the  anterior  serrati,  the 
latissimus  dorsi,  the  rhomboidei,  and  the  trapezius  muscles,  and 
then  with  the  triceps,  biceps,  brachio-radial,  and  brachial  mus- 
cles. The  deltoid  is  usually  strongly  hypertrophied !  In  the 
fully  developed  stage  such  a  patient  presents  a  very  character- 
istic appearance:  with  conspicuously  thin  (only  the  deltoid 
muscles  remain  quite  prominent)  arms  (the  forearms  are  as  yet 
more  or  less  normal,  and  the  hands  entirely  so),  sunken  chest, 
anteriorly  rotated  shoulders, — scapulae  standing  out  like  wings, 
— marked  kyphosis  of  the  dorsal  vertebrae,  lordosis  of  the  lum- 
bar vertebrae  (saddle-shaped  lordosis),  prominent  abdomen, 
markedly  prominent  buttocks,  and  emaciated  lower  extremities 
(only  the  calves  are  abnormally  thick)  ;  the  patient  waddles  with 
slightly  rotated  legs,  the  toes  frequently  barely  touching  the 
ground.  The  gait  at  times  resembles  that  observed  in  bilateral 
luxation  of  the  hip.    Very  characteristic  also  is  the  manner  in 
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which  the  patient  rises  from  a  horizontal  position  on  the  floor: 
with  difficulty  and  awkwardly,  with  the  aid  of  the  hands,  he 
lifts  himself  npon  the  knees  and  then  "he  climbs  npon  him- 
self/^ i.e.,  he  gradually  assumes  the  erect  position  by  support- 
ing himself  with  his  hands  successively  on  the  tibiae,  knees, 
thighs,  etc.  In  the  later  stages  he  is  unable  to  lift  himself  at 
all.  There  are  cases  in  which  the  pseudohypertrophy  remains 
entirely  in  abeyance,  but  also  such  in  which  the  pseudohyper- 
trophy is  very  conspicuous  in  other  parts  of  the  body.  In  these 
cases  the  apparent  thickening  is  either  limited  to  individual 
muscles  or  involves  the  entire  musculature.  Sometimes  also 
the  muscles  of  the  face  are  involved. 

Indeed,  in  the  "  facio-scapulo-humeral "  form  (Landouzie- 
Dejerine)  it  is  especially  in  the  orbicularis  oris  and  oculorum 
and  the  lips  that  atrophy  begins.  Thus,  the  muscles  of  the 
forehead  and  chin  and  the  face  appear  stiff,  resembling  that 
of  a  wax  figure.  This  is  particularly  the  case  if  the  eye  mus- 
cles cannot  be  closed.  Otherwise  its  course  is  identical  with 
that  already  described.  Lipomatosis  also  sets  in,  except  in  the 
"  hereditary  ^'  form,  which  usually  develops  in  later  years.  G-en- 
erally  it  is  impossible  to  distinguish  the  various  forms.  For 
example,  the  muscles  of  the  pelvis,  loins,  and  thighs  may  begin 
to  atrophy  first  and  the  shoulders  and  arms,  etc.,  next.  With 
the  advance  of  the  atrophy  there  is  in  all  forms  a  correspond- 
ing diminution  of  the  tendon  and  electric  reflex  irritability. 
There  is  never  a  diminution  of  the  reaction  of  degeneration  or 
a  disturbance  of  the  central  nervous  system.  Sometimes  there 
are  fibrillary  twitchings  in  the  atrophic  portions  of  the  upper 
part  of  the  body  and  a  marblelike  aspect  and  coldness  in  those 
of  the  lower  part.  Occasionally  there  is  enlargement  and  fibril- 
lar twitchings  of  the  tongue. 

The  PKOGxosis  is  unfavorable.  A  few  recoveries,  espe- 
cially in  the  early  stages,  are  on  record — perhaps  only  improve- 
ments, as  is  common  in  this  affection !  As  a  rule,  however,  there 
are  no  means  to  check  the  further  progress  of  the  atrophy. 

Of  course,  an  attempt  to  arrest  the  progress  by  systematic 
faradization,  massage,  gymnastics,  ^^sool"  and  "moor"  baths  must 
always  be  made.  The  adipose  tissue  gradually  disappears  and 
the  patients  finally  succumb  after  the  disease  has  lasted  from 
ten  to  twenty  years  without  much  change  in  the  general  health. 
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Syringomyelia  is  a  very  rare  disease  of  childhood  and  is  due 
to  cavity  formation  in  the  spinal  cord.  It  is  either  congenital 
or  caused  by  gliomatous  processes.  Syringomyelia  usually  be- 
gins in  the  cervical  region,  where  it  remains  most  marked,  al- 
though it  may  extend  downward  and  also  upward  to  the  ob- 
longata. The  symptoms,  which  partly  suggest  a  tumor  of  the 
spinal  cord  and  partly  amyotrophic  lateral  sclerosis  and  pro- 
gressive muscular  atrophy,  are  therefore  usually  limited  to  the 
upper  extremities  and  shoulders.  It  is  manifested  first  by 
trophic  disturbances  in  the  skin,  subcutaneous  tissue,  and  bones 
— namely,  glossy  skin,  especially  in  the  fingers;  rhagades; 
panaritia  (sometimes  painless!);  necrosis  of  the  phalanges; 
sensation  of  burning,  pricking,  and  numbness.  Partial  dis- 
turbance of  sensibility  (diminished  or  abolished  sense  of  pain 
and  temperature,  while  the  tactile  and  muscular  senses  are  in- 
tact) and  signs  of  muscular  atrophy,  beginning  with  a  small 
muscle  of  the  hand  and  gradually  extending  to  the  muscles  of 
the  forearm,  arm,  and  shoulder,  are  also  observed.  With  ex- 
tension of  the  cavity  into  the  gray  substance  anteriorly  there 
is  also  atonic  atrophy  and  paralysis,  disturbance  of  electric 
irritability,  and  diminution  of  the  reflexes.  Corresponding 
symptoms  arise  also  with  extension  of  the  disease  upward  and 
downward. 

Tremor  is  rare  in  children.  Tremor  senilis,  alcoholicus 
[may  occur],  mercurialis,  etc.,  is  naturally  entirely  unknown 
in  childhood.  Tremor  is  equally  rarely  seen  as  a  symptom  of 
diseases  of  the  central  organ  (paralysis  agitans,  spinal  sclerosis). 
Henoch  saw  it  only  in  typhoid  and  other  infectious  diseases, 
particularly  in  paralyzed  and  contracted  limbs,  also  in  tubercu- 
losis of  the  brain,  basilar  meningitis,  and  other  brain  affections. 
He  once  observed  a  general  tremor,  of  obscure  etiolog}^,  with 
severe  accompanying  symptoms  and  favorable  termination  in 
a  child  15  months  old. 

Athetosis  rarely  occurs  independently  (congenital?),  as  a 
purely  functional  disease.  It  is  sometimes  observed  after  acute 
infections,  e.g.,  diphtheria,  typhoid,  and  more  frequently  in 
brain  diseases,  such  as  multiple  sclerosis,  atrophy,  and  especially 
cerebral  infantile  paralysis.  Unilateral  athetosis  sometimes 
occurs  as  a  symptom  of  ^^posthemiplegic"  irritation. 
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The  PROGNOSIS  is  bad.  Recovery  never  occurs,  bnt  im- 
provement sometimes  takes  place  through  the  use  of  galvanism, 
arsenic,  and  potassium  bromid. 

Convulsions  (Eclampsia  Infantilis,  Spasms,  Fits)  are  very 
frequent  in  children,  especially  under  3  years  of  age,  owing  to 
the  great  tendency  of  the  infantile  organism  to  spasmodic  con- 
ditions, which  are  caused  reflexly  by  even  the  slightest  irrita- 
tions. Such  attacks  begin  usually  with  staring,  rolling  of  the 
eyes  upward  or  to  one  side,  rapid  loss  of  consciousness,  and 
spasms  of  the  facial  muscles,  which  are  sometimes  unilateral, 
with  distortion  of  the  angle  of  the  mouth.  The  jaws  are  locked 
by  trismus  or  shift  back  and  forth,  causing  grinding  of  the  teeth 
and  sometimes  also  movements  of  mastication.  The  face  is  dis- 
torted and  cyanotic.  Often  foam  escapes  from  the  mouth  and 
is  sometimes  bloody  in  older  children  from  biting  of  the  tongue. 
The  extremities  are  either  tetanic  and  rigid  or  twitch  with  great 
rapidity.  The  fingers  are  usually  strongly  flexed  and  difficult 
of  extension.  The  feet  are  in  dorsal  flexion  or  pes  equinus  posi- 
tion. The  head  is  retro  verted  or  thrown  from  side  to  side. 
The  respiratory  muscles  are  contracted,  giving  rise  to  very 
rapid  superficial  breathing,  alternating  with  complete  respira- 
tory pauses.  Involuntary  evacuation  of  urine  and  feces  is  often 
present.  As  a  rule,  the  attacks  last  but  a  few  seconds  or 
minutes  and  then  the  symptoms  abate  gradually,  but  another 
attack  may  occur  before  the  child  has  fully  recovered  from  the 
coma  of  the  preceding  attack,  etc.  These  phenomena  occur 
three,  four,  or  more  times,  while  loss  of  consciousness  and  of 
sensation  persists  during  the  intervals.  Sensation  is  sometimes 
abolished,  but  if  present  it  is  not  always  a  fatal  sign  (many 
children  recover). 

More  important  from  a  prognostic  point  of  view  is  the 
duration  of  the  convulsions  and  of  the  individual  paroxysms.  If 
they  continue  for  hours  they  threaten  life  by  obstruction  to 
respiration,  passive  congestion  of  the  brain,  and  exhaustion. 
Some  patients,  however,  survive  even  if  the  convulsions  have 
lasted  for  days  or  weeks.  Often  the  convulsions  cease  with  one 
attack,  and  when  the  physician  arrives  he  finds  the  child  in  a 
soporous  condition,  in  a  quiet  sleep,  with  which  the  attacks 
usually  end.    The  child  may  wake  up  from  the  sleep  apparently 
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well.  Caution  as  to  the  prognosis  is,  however,  conimended.  One 
attack  is  rare;  on  the  contrary,  the  attacks  are  apt  to  return 
the  next  hour  or  day,  and  even  after  weeks  or  months. 

During  the  convulsive  attacks,  the  chief  aim  should  be  to 
arrest  them  immediately  irrespective  of  their  etiology.  It  is 
the  moment  for  action  and  not  for  questioning.  Immediate 
chloroform  anesthesia  (1  teaspoonful  poured  on  a  handkerchief 
and  held  before  the  child's  nose  so  that  an  access  of  air  is  al- 
lowed) is  a  sovereign  remedy — very  seldom  fails — in  all  severe 
attacks.  It  may  be  used  even  in  children  but  a  few  months  old, 
until  the  convulsions  cease  (always  watching  the  pulse  and  res- 
piration !)  and  be  repeated  upon  return  of  the  paroxysms.  If 
the  convulsions  continue  for  days  the  anesthesia  may  be  in- 
trusted to  a  reliable' nurse  or  the  parents.  Cyanotic  discolora- 
tion of  the  face,  as  a  result  of  the  convulsions,  and  broncho- 
pneumonia form  no  contra-indication,  but  existing  collapse — 
very  small,  rapid  pulse,  and  cold  extremities — does  so.  In 
milder  attacks  enemas  of  chloral  hydrate  [trional  by  mouth] 
or  cool  vinegar,  or  lukewarm  baths  with  cold  douches,  may  be 
tried.  As  soon  as  the  attack  has  subsided,  inquiry  should  be  made 
into  the  possible  causes  in  order  to  prevent  recurrence  of  the 
convulsions  by  removal  of  the  causes  and  to  reach  a  conclusion 
in  regard  to  the  prognosis.  First  of  all,  rachitis  should  be 
looked  for.  The  presence  of  this  condition  greatly  predisposes 
to  convulsions,  and  justifies  the  expectation  of  recurrences.  In- 
deed, there  are  often  simultaneous  attacks  of  spasms  of  the 
glottis  which  either  inaugurate  the  convulsions  or  alternate  with 
them.  Difficult  dentition  surely  plays  a  role  in  the  production 
of  convulsions,  but  very  rarely  without  rachitis.  The  latter  is 
usually  present,  and  is  more  responsible  for  the  convulsions  than 
is  dentition.  Next  in  frequency  in  the  etiology  of  convulsions 
are  gastro-intestinal  disturbances,  especially  sudden  overfeed- 
ing or  partaking  of  articles  of  food  which  are  difficult  of  diges- 
tion, such  as  salads,  fruit,  and  fresh  bread;  also  prolonged 
faulty  feeding  in  the  suckling,  excesses  in  this  direction  on  the 
part  of  the  nurse  or  mother,  and  abuse  of  alcohol  or  mental  ex- 
citement. Here  the  convulsions  may  be  very  severe  in  nature 
and  the  sopor  last  several  hours,  so  that  meningitis  may  be  sus- 
pected.   Sometimes  the  convulsions  are  absent  and  only  somno- 
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lence,  aphasia,  etc.,  present.  Sometimes,  again,  only  aphasia 
without  abolition  of  consciousness;  so  that  here  it  is  probably 
less  a  question  of  anto-intoxication  from  the  bowels  than  of 
simple  reflex  action  from  the  alimentary  tract.  Also  other 
irritations,  although  more  rarely,  may  cause  convulsions.  Thus, 
worms,  foreign  bodies,  e.g.,  in  the  ear,  in  the  nose;  also  nasal 
polyps,  adenoid  vegetations,  etc.;  irritations  of  the  skin,  such 
as  a  burn,  a  painful  eczema,  vaccination,  even  opening  of  an 
abscess  or  furuncle;  anomalies  of  the  genitalia,  such  as  phi- 
mosis, adhesion  of  the  prepuce  to  the  glans,  and  of  other  organs ; 
fissura  ani  and  prolapsus  recti;  also  concretions  such  as  kidney 
and  bladder  stones. 

Febrile  diseases  often  begin  with  convulsions,  which  in 
young  children  usually  replace  the  chill.  Thus,  pneumonia, 
pleuritis,  and  even  angina  not  rarely  begin  with  convulsions. 
Acute  infectious  diseases  (morbilli,  scarlatina,  and  variola)  are 
sometimes  ushered  in  with  convulsions;  and  intermittent  fever, 
espeeialJy  the  first  attack,  may  manifest  itself  by  convulsions. 
Finally,  intoxication,  uremia,  and  psychical  causes,  such  as 
sudden  fright,  are  at  times  etiological  factors.  Cases  of  severe  fall 
or  blow  upon  the  head  are  not  rarely  followed  by  convulsions, 
and  the  history  of  trauma  is  often  of  more  importance  etiologic- 
ally  than  the  real  lesions.  Sometimes  the  convulsions  are  the  be- 
ginning of  true  epilepsy,  which  may  later,  possibly  not  until  years 
after,  follow  in  typical  form.  It  must  be  determined  whether 
hysteria  does  not  now  and  then  play  a  role,  especially  if  it  is 
more  a  question  of  delirium,  ecstatic  conditions,  or  fainting 
spells,  sometimes  manifesting  themselves  after  or  during  the 
intervals  of  the  convulsive  attacks.  At  all  events,  everything 
must  carefully  be  looked  into  and  all  circumstances  weighed, 
even  from  the  point  of  view  of  prognosis,  since  the  prognosis  in 
convulsions  due  to  single  reflex  causes,  e.g.,  overfeeding,  worms, 
or  phimosis,  is  naturally  better  than  in  conditions  of  a  chronic 
nature  (nervous  diseases,  etc.). 

First  of  all,  an  anatomical  lesion  of  the  brain  must  be  ex- 
cluded. The  latter  is  indicated,  above  all,  by  unilateral  con- 
vulsions, notably  when  the  same  side  is  affected  not  only  in 
the  first,  but  in  all  subsequent  attacks.  It  must,  of  course,  be 
borne  in  mind  that  this  sign  is  not  absolutely  positive,  for,  on 
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the  one  hand,  bilateral  convulsions  may  appear  in  unilateral 
brain  disease  {e.g.,  tubercles),  and,  on  the  other,  unilateral  con- 
vulsions are  not  always  dependent  upon  true  cerebral  disease. 
Finally,  the  convulsions  may  be  unilateral  during  the  first  at- 
tack and  bilateral  in  those  following.  Unilateral  convulsions, 
however,  always  remain  an  important  factor  and  demand  care- 
ful examination  of  the  child  during  the  intervals  of  the  attacks. 
Some  brain  diseases  {e.g.,  tubercles  and  tumors)  manifest  them- 
selves even  for  months  by  nothing  else  than  periodical  convul- 
sions, while  the  other  symptoms  do  not  develop  until  later. 
It  must  be  remembered,  however,  that  not  all  symptoms  appear- 
ing during  the  intervals,  such  as  pallor,  apathy,  shrieking  with 
terror,  febrile  attacks,  etc.,  are  immediately  to  be  looked  upon 
with  suspicion,  for  they  are  apt  to  follow  all  kinds  of  convul- 
sions in  children,  without  any  grave  underlying  cause.  The 
prognosis  must  therefore  always  be  guarded,  and  a  precise  opin- 
ion should  be  ventured  only  after  prolonged  observation  of  the 
patient. 

From  a  therapeutic  standpoint  inquiry  into  the  causation  is 
an  important  matter,  since  further  attacks  may  often  be  pre- 
vented by  removal  of  the  cause.  Thus,  in  cases  due  to  intes- 
tinal irritation  surprisingly  good  results  are  often  obtained 
merely  by  thoroughly  cleansing  the  alimentary  canal  (by  emet- 
ics, purgatives,  and  enemas).  Sometimes  surgical  interference 
(in  phimosis,  nasal  polyps,  etc.)  is  necessary,  at  other  times  (in 
rachitis,  renal  calculi,  etc.),  prolonged  treatment.  By  treating 
the  causes  the  convulsions  will  sooner  or  later  be  mastered  and 
new  attacks  prevented.  Until  then,  if  the  cause  cannot  be  de- 
tected or  if  the  paroxysms  become  so  frequent  as  to  threaten 
life,  every  effort  should  be  made  to  prevent  recurrences  and  to 
combat  the  simple  attacks  as  already  mentioned.  This  is  best 
accomplished  by  ice  applications  to  the  head,  in  strong  children, 
by  a  few  leeches  and  by  prolonged  administration  of  bromids 
or  chloral  (or  both  combined).  The  diet  should  be  regulated, 
all  alcoholic  beverages  interdicted,  and  rest  in  every  respect 
insisted  upon.  The  patient  should,  if  possible,  be  sent  to  the 
woods  or  mountains.  Such  after-treatment  is  important  in 
every  case,  regardless  of  age,  even  if  but  one  attack  occurred, 
for  one  can  never  foretell  what  the  future  will  bring  forth. 
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Tetanus. — Traumatic  tetanus  in  children  agrees  in  all  par- 
ticulars with  tetanus  of  adults.  Tetanus  serum  has  frequently 
been  used  in  this  condition  with  partial  success.  Following  the 
method  advocated  in  France,  Kocher  recently  successfully  em- 
ployed intracerebral  serum  injections  in  a  child  12  years  of  age. 
[Several  successful  cases  of  this  nature  have  recently  been  re- 
ported in  this  country. — Sheffield.] 

Tetany. — Tetany  in  children  is  characterized  by  attacks  of 
tonic  spasm  limited  to  certain  groups  of  muscles  (usually  bilat- 
eral), which  almost  always  develop  spontaneoiisly.  The  attacks 
usually  appear  without  loss  of  consciousness,  but  are  almost 
regularly  associated  with  exaggeration  of  mechanical  and  gal- 
vanic irritability,  and  last  from  a  few  minutes  to  several  hours. 
The  frequency  of  the  attacks  varies  from  several  a  day  to  a 
few  a  week.  These  characteristic,  intermittent,  often  appar- 
ently painful  contractures  affect  chiefly  the  upper  extremities, 
preferably  the  small  muscles  of  the  hand,  giving  rise  to  the 
shape  of  hand  known  as  that  holding  a  pen  or  of  an  accoucheur. 
The  first  phalanges  of  the  fingers  are  strongly  flexed,  while  the 
middle  and  terminal  phalanges  are  extended.  The  four  fingers 
are  firmly  pressed  together,  while  the  thumb  is  strongly  ab- 
ducted and  turned  in  against  the  palmar  surface  of  the  fingers. 
Xot  infrequently  the  lower  extremities  are  likewise  affected. 
The  legs  are  adducted  and  the  plantar  surface  of  the  foot  is 
strongly  arched  (carpopedal  spasm)  with  a  tendency  to  an 
equino-varus  position.  Occasionally  also  the  muscles  of  the 
neck  and  back  are  involved.  Escherich  speaks  of  it  as  pseudo- 
tetanus  (q.v.).  Cases  also  occur  in  which  the  spasms  are  en- 
tirely absent,  but  may  mechanicall}^  be  induced  by  Trousseau's 
phenomenon — i.e.,  if  in  such  ^^latenf'  tetany  the  main  nerve- 
trunks  or  vessels  of  the  arm  are  pressed  upon  in  the  region  of 
sulcus  bici  pi  talis  internus  to  such  an  extent  as  to  arrest  arterial 
or  venous  circulation,  tetanic  spasms  are  produced.  This  phe- 
nomenon is  an  "obligate  sign  of  latent  tetany,''  for  it  is  not 
observed  in  any  other  affection.  In  addition  to  the  spasm, 
tetany  is  recognized  by  two  more  positive  signs :  so-called  "triad 
of  tetany  " : — 

1.  Exaggeration  of  the  mechanical  irritability  of  the  motor 
nerves  (Chvoste¥s  phenomenon),  particularly  of  the  facial  region 
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(facialis  phenomenon).  If  percussion  is  practiced  with  the  fin- 
gers or  a  hammer  upon  a  branch  of  the  facial  plexus  while  the 
child  keeps  its  face  still,  lightninglike  contractions  ensue. 

2.  Exaggeration  of  the  electric  irritability  of  the  motor 
nerves  (ErVs  sign) :  even  a  very  slight  electric  current  pro- 
duces KaS.^^;  upon  slightly  increasing  the  current  the  con- 
traction changes  into  KaSTe;  sometimes  also  AnOeTe  and 
sometimes  KaOeTe. 

Both  of  these  sjanptoms  are,  of  course,  very  diifficult  of 
demonstration,  and  are  not  always  found  in  tetany.  But,  if 
they  can  be  demonstrated  in  cases  in  which  the  spasm  is  absent, 
they  certainly  prove  a  valuable  diagnostic  aid  in  addition  to 
Trousseau^s  sign.  Tetany  is  very  often  combined  with  laryngo- 
spasm,  or  signs  of  tetany  are  sometimes  detected  in  children 
suffering  from  laryngospasm.  This  is  of  such  frequent  occur- 
rence that  Escherich  and  Loos  look  upon  laryngospasm  as  a 
syndi'ome  of  tetany,  and  Henoch  goes  so  far  as  to  deny  the  ex- 
istence of  tetany  as  a  special  disease  and  recognizes  laryngo- 
spasm only.  Equally  disputed  is  the  relationship  of  tetany  to 
rachitis.  Very  often  signs  of  rachitis  are  found  in  children  suf- 
fering from  tetany,  and,  as  both  affections  grow  worse  in  num- 
ber and  intensity  in  the  spring  months  and  are  usually  met 
in  children  of  a  certain  age  (3  months  to  3  years),  some  au- 
thorities, e.g.,  Kassowitz,  consider  tetany  a  direct  symptom  of 
rachitis,  while  others — as  Escherich — believe  that  rachitis  is 
merely  a  very  frequent  complication  of  tetany,  its  simultaneous 
appearance  being  due  to  some  injurious  influences  (noxious  ex- 
halations of  himian  beings  living  crowded  together — "poor- 
man's  odor,"  deficiency  of  light,  exercise,  etc.).  However,  tet- 
any also  occurs  in  perfectly  healthy,  particularly  artificially  fed, 
children.  Quite  frequently  tetany  also  appears  abruptly  after 
intestinal  disturbances,  dj^spepsia,  and  acute  indigestion;  so 
that  here  an  auto-intoxication  must  necessarily  be  thought  of. 
A  nervous  disposition  apparently  predisposes  to  tetany,  and 
this  disease  is  sometimes  found  in  several  members  of  the  same 
family.  Also  acute  infectious  diseases  may  give  rise  to  an  at- 
tack of  tetany. 

^[Ka  signifies  cathode;  An,  anode;  8,  closure;  Oe,  opening;  z, 
weak  contracture;  Te,  tetanus. — Sheffield.] 
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The  PEOGNOSis  of  tetany  is  generally  favorable.  In  the 
majority  of  cases  recovery  usually  takes  place  after  a  few  weeks 
or  months,  nay,  even  days,  e.g.,  in  tetany  following  acute  in- 
digestion. The  prognosis  is  rendered  more  gloomy  by  simul- 
taneous presence  of  laryngospasm,  and  still  more  so  by  general 
eclampsia,  which  often  complicates  tetany.  In  both  of  these 
conditions  tetany  may  end  fatally. 

The  TREATMENT  of  tetany  consists  in  attention  to  etiolog- 
ical factors,  e.g.,  disturbance  of  the  stomach  and  bowels;  also 
to  the  rachitis,  when  phosphorus  [and  proper  diet]  is  very  ef- 
fective. In  frequently  recurring  attacks  the  administration  of 
large  doses  of  the  bromids  [and  trional]  and  enemas  of  chloral 
are  indicated.  [Hot  baths  and  galvanism  and  also  a  vermifuge 
should  be  tried. — Sheffield.] 

Spasmus  Glottidis  (Laryngospasmus,  Laryngismus  Stridu- 
lus), called  also  by  the  laity  "swooning,"  or  "internal  con- 
vulsions," is  a  temporary  constriction  of  the  glottis  by  a  tense 
spasm  of  the  laryngeal  muscles  on  the  part  of  the  recurrent  nerve. 
It  manifests  itself  by  a  sudden  condition  of  apnea  of  a  few  sec- 
onds^ duration  and  usually  affects  children  from  6  to  24  months 
of  age.  It  occurs  also,  but  more  rarely,  in  younger  children, 
even  in  those  only  a  few  days  old  (congenital?).  Sometimes  in 
the  midst  of  perfect  repose,  e.g.,  during  the  night  when  waking 
up,  or  during  a  fit  of  crying,  anger,  or  fright,  etc.,  they  com- 
pletely lose  their  breath  for  a  short  time,  struggle  fearfully,  turn 
pale  and  often  somewhat  cyanotic,  and  with  staring  look  gasp  for 
air.  Eespiration  is  not  established  until  the  conclusion  of  the 
attack,  and  is  preceded  by  a  few  sighing,  wheezing  inspirations. 

Spasmus  glottidis  is  generally  due,  as  ^S^assowitz  justly  main- 
tains, to  rachitis,  and  no.t  to  craniotabes  per  se,  as  asserted  by 
Elsasser.  Kassowitz's  view  that  it  is  caused  by  an  irritation  of 
certain  nerve-centers  following  hyperemia  of  the  cranial  bones 
has  so  far  proved  to  be  a  mere  hypothesis.  The  same  may  be 
said  of  all  the  other  explanations  as,  e.g.,  that  of  Rehn,  that 
spasmus  glottidis  is  always  attributable  to  deficient  nutrition  and 
that  it  abates  under  proper  feeding.  Neither  is  the  theory  ad- 
vanced by  Escherich  and  Loos  true  that  spasmus  glottidis  is 
always  a  symptom  of  tetany  which  may  be  demonstrated  in  every 
case  by  existing  overirritability  of  other  nerve  groups,  etc.     In 
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presence  of  a  predisposition  (rachitis!)  attacks  of  spasmus  glot- 
tidis  may  set  in  immediately  as  a  consequence,  e.g.,  of  catching 
cold  (catarrh  of  the  upper  air-passages),  reflex  irritations  (den- 
tition, diarrhea,  constipation,  etc.). 

The  attacks  repeat  themselves  often  during  the  day  (from 
two  to  twenty  or  thirty  times),  and  usually  continue  to  recur, 
with  short  intervals  of  improvement,  for  weeks  or  months,  when 
they  finally  disappear,  particularly  under  proper  treatment.  The 
prognosis  in  general  is  therefore  good.  Still,  death  from  ex- 
haustion may  sometimes  follow  repeated  attacks  of  the  disease. 
The  danger  lies,  however,  more  frequently  in  extension  of  the 
disorder,  during  the  attacks  or  their  intervals,  to  other  regions 
of  the  body,  e.g.,  to  the  pectoral  muscles  and  diaphragm  (irregu- 
larities of  breathing),  to  the  ocular  nerves  (rolling  of  the  bulbi 
upward),  or  to  the  extremities  (contraction  of  the  fingers  and 
toes,  etc.).  It  unfortunately  frequently  terminates  in,  or  is 
complicated  by,  general  eclampsia  and  convulsions.  Finally, 
sudden — as  quick  as  lightning — death  occurs,  sometimes  during 
a  simple  attack  of  spasmus  glottidis,  owing  to  asphyxia  following 
prolonged  apnea.  In  such  cases  death  is,  according  to  Escherich, 
sometimes  due  to  status  lymphaticus — a  condition  that  so  often 
affects  children  suffering  from  spasmus  .glottidis.  The  phj-sician 
should  therefore  never  give  an  absolutely  favorable  prognosis,  for 
after  weeks  of  mild  attacks  a  sudden  fatal  attack  may  supervene 
unexpectedly. 

The  TREATMENT  is  cliicfly  antirachitic.  Phosphorus  is 
usually  very  effective,  the  opinions  of  Escherich  and  Loos  to  the 
contrary  notwithstanding.  Eemoval  of  exciting  causes,  atten- 
tion to  rational  feeding,  regvilation  of  the  bowels,  avoidance  of 
colds,  etc.,  are  of  course,  of  great  importance  in  cases  with  a 
predisposition  and  for  the  prevention  of  recurrences. 

For  the  attack  itself,  which,  owing  to  its  brevit}^  is  rarely 
witnessed  by  the  physician,  the  attendant  of  the  patient  is  in- 
structed to  dash  cold  water,  excite  choking  motions  by  pressure 
upon  the  root  of  the  tongue,  and  use  eventually  artificial  respira- 
tion [in  very  severe  attacks  intubation,  if  possible — Sheffield]  ; 
also  to  introduce  the  bearded  end  of  a  quill  in  the  nose  to  excite 
sneezing;  remove  tight  clothes.  In  very  frequent  attacks  the 
administration   of   morphin,  bromids,   musk    [sulphonal]     (see 
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"Potassium  Bromid"),  and  camphor  monobromate  is  indicated. 
That  state  of  swooning,  which  occurs  as  a  result  of  overex- 
ertion in  angry,  spoiled  children  during  crying,  whenever  their 
wish  is  not  gratified,  must  not  be  mistaken  for  spasm  of  the 
glottis.  That  condition  manifests  itself  also  by  apnea  during 
a  fit  of  crying,  cyanosis,  then  deep  wheezing  inspiration,  followed 
by  renewal  of  crying  and  raging.  Such  attacks  are  not  at  all 
dangerous,  and  are  remedied  by  severity  and  dashing  of  a  glass  of 
water  in  the  face. 

Idiopathic  Contractures,  e.g.,  of  the  fingers  and  toes,  are 
not  infrequently  observed  during  attacks  of  spasm  of  the  glottis, 
at  times  also  in  the  intervals.  The  conditions  under  which 
they  otherwise  occur  are  the  same  as  in  eclampsia.  The  con- 
tractures not  infrequently  alternate  with  the  latter  and  with 
spasmus  glottidis.  They  may  be  either  transient  in  nature  or 
persist  for  hours  or  even  days.  In  the  latter  event  edema  or 
cyanotic  discoloration  of  the  contracted  parts  often  occurs  from 
pressure  of  the  strong  muscles  against  the  blood-vessels,  and 
occasionally  true  ecchymosis  is  observed.  The  contractures 
usually  relax  during  sleep. 

Brain  disease,  especially  tuberculosis,  must  be  suspected  as 
the  cause  of  unilateral  "contractures,  but  bilateral  contractures 
also  may  occasionally  have  the  same  origin.  According  to 
Henoch,  the  contractures  are  identical  in  nature  with  convulsions 
(representing  merely  an  abortive  form)  and  occur  under  the 
same  conditions,  i.e.,  chiefly  in  dyspepsia,  meteorism,  etc.,  in 
tapeworm,  dentition,  refiexly  from  the  genitalia,  etc.  They  are 
most  frequently  found  in  rachitis,  which  explains  their  frequent 
association  with  spasm  of  the  glottis.  There  is  sometimes  an 
intermittent  type. 

Pseudotetaiius. — This  term  is  used  by  Escherich  to  desig- 
nate a  disease  which  belongs  to  the  domain  of  tetany  (q.v.).  It 
is  distinguished  from  the  latter,  however,  by  its  predilection  for 
the  muscles  of  the  trunk.  Escherich  relates  the  clinical  his- 
tories of  three  boys — 6,  9,  and  9  V2  years  old,  respectively — 
which  agree  in  all  details.  The  patient,  who  was  previously 
entirely  healthy,  wide  awake,  and  free  from  any  hereditary 
predisposition,  suddenly  complains  of  a  sensation  of  stiffness  in 
the  bones,  which  so  hinders  walking  that  he  must  take  to  bed. 
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The  stiffness  rapidly  extends  upward  and  involves  the  back  and 
head;  so  that  the  patient  lies  stretched  out  motionless,  like  a 
log.  The  muscles  of  the  body,  neck,  and  legs  are  contracted  to 
their  highest  extent,  strongly  prominent,  and  as  hard  as  marble. 
The  facial  muscles  also  are  in  a  state  of  tonic  spasm;  the  teeth 
are  firmly  pressed  together  and  can  barely  be  separated  even  by 
force.  Nevertheless,  there  is  little  difficulty  in  nourishing  the 
patient;  indeed,  he  is  usually  able  to  feed  himself.  The  rigidity 
ceases  to  a  great  extent,  but  not  completely,  during  rest  and 
sleep.  Chilling,  noise,  manipulation,  and  psychical  excitement 
usually  produce  severe  paroxysms,  which  excite  more  severe  con- 
tractions, pain,  ojDisthotonos,  spasm  of  the  diaphragm,  dyspnea, 
etc.  During  the  acme  of  the  disease  such  paroxysms  may  occur 
spontaneously  several  times  a  day.  After  such  a  paroxysm  the 
patient  is  always  bathed  in  perspiration.  "While  the  body  is  rigid 
and  resembles  carved  wood,  the  arms,  legs,  and  eyes  are  freely 
movable.  All  other  organs  and  functions  are  normal.  This 
condition  persists  almost  unchanged  for  from  three  to  eight 
weeks,  whereupon  the  contractures  gradually  cease  and  the  pa- 
tient is  induced  again  to  use  his  legs  (usually  after  much  per- 
suasion) .  Complete  recovery  takes  place  from  two  to  four  weeks 
later. 

The  first  case  was  primarily  mistaken  for  hysteria  and  then 
for  cryptogenic  tetanus,  and,  as  it  was  also  impossible  to  find 
the  characteristic  symptoms  of  tetany,  except  exaggerated  ten- 
don-reflexes and  increased  mechanical  irritability  of  the  muscles, 
which  could  readily  be  evoked  by  tapping  the  orbicularis  oris, 
the  condition  was  finally  recognized  as  "essential  contracture," 
which,  among  all  diseased  conditions,  most  resembled  tetany. 

This  affection  appeared  in  a  similar  manner  in  two  infants 
9  and  12  days  old,  respectively.  It  began  with  trismus  and 
general  rigidity;  the  arms  also  were  involved,  and  the  fingers 
were  clinched  over  the  thumb.  Tetanus  was  suspected  (navel I), 
and  pseudotetany  was  not  recognized  until  after  the  expected 
exaggeration  of  the  symptoms  failed  to  appear  and  the  rigidity, 
without  any  other  symptoms,  continued  for  weeks  and  finally 
gradually  abated.  Both  patients  succumbed  to  exhaustion  at 
the  age  of  7  and  8  weeks,  respectively.  Postmortem  examination 
proved  negative. 
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Hysteria  occurs  quite  often  in  children  regardless  of  age, 
but  especially  in  school  children  and  in  girls  at  puberty.  With 
the  exception  of  a  few  peculiarities  it  appears  in  children  in  the 
same  manner  as  in  adults.  Thus,  the  monosymptomatic  form 
(forme  fruste)  predominates,  i.e.,  only  one  manifestation  of 
hysteria  is  observed  (paralysis,  contracture,  etc.),  while  the 
other  signs  of  hysteria,  especially  stigmata,  anesthesias,  hystero- 
genic points,  etc.,  are  absent.  It  is  therefore  very  important  to 
recognize  the  various  hysterical  manifestations  as  such.  Paraly- 
ses, either  atonic  or  associated  with  contractures,  are  especially 
common  and  develop  very  rapidly.  Paraplegia  of  the  legs  is 
particularly  frequent,  and  more  rarely  that  of  the  arms.  Hemi- 
plegias also  (face  is  usually  unaffected)  are  met  and  very  often 
also  monoplegia  of  single  limbs  or  a  portion  of  a  limb.  The 
tendon-reflexes  are  not  as  often  exaggerated  as  in  adults,  and  dis- 
turbances of  sensibility  are  less  frequent.  The  contractures  may 
involve  any  joint,  but  preferably  the  tapering  extremities.  At 
times  all  the  articulations  of  one  extremity  are  involved  and  the 
contractures  are  usually  very  strong  and  quite  painful.  Certain 
contractures,  e.g.,  of  the  neck  and  back,  are  apt  to  be  mistaken 
for  other  diseases,  such  as  caries  of  the  vertebral  column,  torti- 
collis, etc.  Very  often  ahasia-astasia  is  met — a  condition  in 
which  the  muscles  can  be  used  for  all  purposes  except  standing 
and  walking.  If  the  patient  attempts  to  stand  or  walk  he  imme- 
diately falls  to  the  ground  or  begins  violently  to  tremble  and 
topples  over,  or  he  manifests  ataxic  symptoms  (cerebellar  type). 
Abasia-astasia  is  either  continuous  or  intermittent.  Sometimes 
difficulty  in  walking  becomes  manifest  when  the  patient  takes  the 
first  few  steps,  while  he  walks  well  afterward.  Aphasia,  which 
is  sometimes  associated  with  coughing  or  singing  and  mutism 
or  stuttering  are  also  often  present.  Blepharospasm  is  very  fre- 
quent and,  as  a  rule,  very  obstinate.  It  generally  follows  closure 
of  the  eye  resulting  from  inflammations  or  foreign  bodies. 

Of  motor  symptoms,  the  following  may  be  mentioned: 
Tremor,  choreic  and  athetotic  movements,  pronounced  chorea; 
and  also  hemichorea,  chorea  electrica  (Henoch),  and  chorea 
rhythmica  (Charcot),  which  is  characterized  by  regular  move- 
ments of  the  extremities  resembling  certain  professional  athletic 
exercises,  such  as  rowing,  swimming,  and  hammering,  and  is 
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often  associated  with  psychical  disturbances  (delirium).  The  lat- 
ter is  more  often  the  case  in  clwrea  magna,  a  specific  hysterical 
affection  in  which  the  patients  turn  a  somersault,  climb  walls, 
and  jump.  The  patient  is  like  one  crazed,  and  often  manifests 
enormous  muscular  strength.  Sometimes  grimacing  and  condi- 
tions resembling  "tic  convulsiv,^'  etc.,  occur.  Furthermore,  hys- 
teria sometimes  gives  rise  to  epileptiform  and  true  epileptic  at- 
tacks (hystero-epilepsy);  cataleptic  conditions;  sudden  tran- 
sient attacks  of  somnolence  lasting  seconds,  minutes,  or  hours, 
and  varying  from  brief  sinking  spells  to  a  state  of  trance;  well- 
developed  somnambulism;  hallucinations;  delirium;  mania; 
and,  finally,  pavor  nocturnus.  Not  infrequently  there  are  also 
convulsive  conditions,. such  as  spasmodic  cough  (chorea  lanjngis) 
and  screaming,  singultus,  tachypnea,  and  asthma. 

There  may  be  neuralgia,  e.g.,  of  the  articulations;  ambly- 
opia; amaurosis;  d3^sphagia;  anorexia;  total  abstinence  from 
food  (up  to  starving);  vomiting;  tympanitis;  retention  of 
urine;  trophic  disturbances  (edema,  etc.);  cutaneous  affec- 
tions, such  as  herpes,  pemphigus,  gangrene,  etc.,  which  are  arti- 
ficinlly  produced  {e.g.,  through  burns).  Like  adults,  hysterical 
children  injure  themselves  purposely,  e.g.,  cut  off  their  braids 
and  at  times  manifest  great  desire  to  imitate  diseases — in  order 
to  excite  pity,  attract  attention,  to  be  operated  upon,  etc.  The 
most  diverse  combinations  of  the  symptoms  just  mentioned  are 
observed.     Their  rapid  variation  is  characteristic. 

Heredity  plays  an  important  role  in  the  etiology.  In  this 
connection  it  is  well  to  remember  that  hysterical  parents  often 
train  their  children  badly,  spoil  them  by  making  them  the  central 
figure  of  their  household,  by  laying  entirely  too  much  stress  upon 
every  little  indisposition,  etc.,  and  besides  by  giving  them  oppor- 
tunity to  observe  and  study  hysteria.  Indeed,  imitation  is  one 
of  the  chief  factors  in  the  causation  of  hysteria,  and  is  quite 
frequently  happens  that,  e.g.,  real  organic  diseases  are  imitated 
after  their  removal  and  give  rise  to  outbursts  of  hysteria.  For 
example,  aphonia  after  recovery  from  lar3mgitis;  articular  neu- 
ralgias after  rheumatism;  scoliosis  after  j)leuritic  pain.  Fur- 
thermore, one  case  of  hysteria  in  a  school,  boarding  house,  etc., 
may  cause  epidemics  of  it.  Anemia,  puberty,  and  onanism  are 
also  important  predisposing  causes,  and  psychical  factors,  such  as 
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fright  and  fear  of  punishment  in  school  (therefore  sudden  devel- 
opment of  symptoms  just  before  going  to  school)  also  give  rise 
to  attacks  of  hysteria.  Simulation,  therefore,  must  always  be 
borne  in  mind. 

Organic  diseases  are  often  mistaken  for  hysteria,  even  by 
good  authorities.  Indeed,  both  may  frequently  coexist.  In 
order,  therefore,  to  make  a  correct  diagnosis,  aside  from  careful 
examination,  the  history  must  very  minutely  be  considered. 
The  etiological  factors,  the  whole  environment  in  which  the  child 
grew  up,  etc.,  must  be  carefully  studied,  and  the  physician  should 
be  on  the  alert  not  to  be  deceived.  He  must  remember  that  in 
hysteria  not  only  are  several  symptoms  imitated  and  purposely 
introduced,  but  diseases  {e.g.,  tuberculous  meningitis!)  as  well. 
In  cases  difficult  of  differentiation  the  physician  must  be  guided 
by  the  symptoms  just  enumerated — sudden  onset,  rapid  change 
of  symptoms,  etc., — and  also  by  the  exaggeration  of  the  mani- 
festations, for  example,  hysterical  patients  often  act  like  insane 
subjects  during  pain,  the  contractures  are  very  firm,  etc. 

The  PROGNOSIS  of  hysteria  in  children  is  generally  better 
than  in  adults. 

The  TREATMENT,  which  must  be  begun  energetically  at  the 
earliest  inception  of  the  disease,  can  do  much,  especially  in 
young  children.  Children  can  more  easily  be  influenced,  im- 
pressed, and  intimidated.  They  are  more  accustomed  to  obey, 
more  credulous,  etc.  The  older  the  child  and  the  more  chronic 
the  hysteria,  the  more  difficult  the  treatment,  which  is,  of  course, 
chiefly  psychical  in  nature.  First  of  all,  the  patient  must  be 
removed  from  the  usual  surroundings — e.g.,  to  a  hospital.  More- 
over, a  strange  physician  has  more  influence  over  the  malady 
than  the  family  physician,  the  "Uncle  Doctor.''  Taking  by 
surprise,  as  firmly  commanding  the  paralytic  to  walk,  or  indif- 
ference,— disregarding  the  complaints  and  suffering, — will  often 
cause  the  hysterical  symptoms  rapidly  to  disappear.  Sometimes 
it  requires  disagreeable  procedures  (electricity,  douches).  Good 
results  are  also  obtained  by  hypnotism  in  conjunction  with  at- 
tention to  anemia,  etc.,  if  present.  Eecurrences  are,  unfortu- 
nately, not  rare. 

Catalepsy  (Flexibilitas  Cerea)  occurs  comparatively  fre- 
quently in  children.     Sometimes  after  psychical  effects,  such  as 
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fright,  anger,  etc.,  a  cataleptic  attack  suddenly  develops,  and  in 
the  midst  of  the  excitement  the  child  stands  with  staring  look 
as  though  rooted  to  the  spot  and  remains  undisturbed  by  his 
surroundings  as  though  in  a  dream.  If  the  body  is  artificially 
placed  in  another  position,  the  patient  retains  this  new  attitude 
as  though  terror-stricken,  and  acts  like  a  jointed  doll.  The 
attack  may  disappear  in  a  few  seconds  or  minutes,  but  may  last 
hours  and  days.  Sometimes  the  disease  terminates  with  this  one 
attack.  Usually,  however,  the  attacks  return  sooner  or  later,  for 
in  catalepsy  an  hysterical  condition  is  at  play  and  not  rarely  also 
a  combination  of  chorea  and  epilepsy.    The  prognosis  is  gloomy. 

The  TREATMENT  is  the  same  as  in  the  diseases  just  men- 
tioned. 

Epilepsy  is  not  a  rare  disease  of  childhood.  It  is  quite  fre- 
quently congenital  and  manifests  itself  in  a  typical  form,  even  at 
an  early  age.  In  young  infants,  however,  it  more  frequently  ap- 
pears in  a  rudimentary  form,  and  tlie  characteristic  attacks  do 
not  develop  until  later.  An  hereditary  tendency  plays  an  impor- 
tant role,  and  syphilis,  particularly  alcoholism,  and  nervous  dis- 
eases in  the  parents  are  predisposing  causes.  The  parents  or 
grandparents  are  not  necessarily  epileptic,  but  often  simply  hys- 
terical, neurasthenic,  or  show  other  mental  anomalies.  In  chil- 
dren thus  predisposed  epilepsy  occurs  spontaneously  or  after 
some  exciting  cause,  such  as  severe  infectious  diseases,  premature 
use  of  alcohol,  dentition,  masturbation,  fright  or  excitement, 
slight  traumatism  of  the  skull  (blow  or  fall),  overexertion,  acute 
gastro-intestinal  disturbances,  foreign  bodies  in  any  organ,  cal- 
culi, worms,  painful  scars,  carious  teeth,  nose  affections,  adenoid 
vegetations,  phimosis,  strictures,  cryptorchidism,  imitation  after 
watching  an  epileptic  attack,  etc. 

"  Genuine  "  epilepsy  is  to  be  distinguished  from  the  cases  in 
which  epileptiform  attacks  appear  either  as  a  symptom  of  some 
brain  disease  or  anomah' — such  as  tumors,  encephalitis,  arrest 
of  development,  etc. — or  as  a  result  of  severe  trauma  of  the 
skull.  Bone  depressions,  bone-thickening,  and  scars,  beneath 
which  small  C3^sts,  hemorrhages,  or  abscesses  may  be  found,  may 
exert  pressure  on  some  portion  of  the  brain  cortex  and  give  rise 
to  epileptic  attacks — cortical,  or  Jachsonian,  epilepsy.  Here,  as 
in  the  adult,  the  convulsions  correspond  with  the  seat  of  the 
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anomaly,  begin  first  unilaterally  only  in  one  limb,  or  in  circum- 
scribed groups  of  muscles,  but  during  the  attacks  usually  extend 
to  other  parts  of  the  body.  In  every  other  respect  epilepsy  in 
children  resembles  that  in  adults. 

Like  in  the  latter,  epilepsy,  begins  either  with  severe  complete 
[grand  mal]  or  slight  incomplete  [petit  mal]  attacks.  In  the 
former  prodromata  are  rare,  but  the  aura  is  usually  present  and 
motor,  sensory,  or  vasomotor  in  nature.  In  small  children  only 
the  motor  aura  is  noticed, — slight  twitching  of  the  limbs,  eyes, 
and  head;  spasm;  tremor — and  very  rarely  also  the  vasomotor 
aura,  while  older  children  usually  tell  of  sensory  prodromata 
such  as  a  vague  sensation  in  the  stomach,  a  feeling  of  numbness 
or  of  pricking  in  the  limbs,  etc.  The  aura  is  sometimes  connected 
with  the  sphere  of  hearing — hearing  of  noises;  vision — seeing 
of  colors  and  sparks;  and  more  rarely  with  the  olfactory  sys- 
tem— disagreeable  odors.  Furthermore  it  gives  rise  to  marked 
restlessness,  irritability,  hallucinations,  delirium,  and  somno- 
lence. As  such  manifestations  may  recur  for  years  Avithout  the 
occurrence  of  true  epileptic  attacks,  they  should  be  very  care- 
fully observed,  especially  in  otherwise  healthy  children  and  re- 
garded and  treated  as  prodromata  of  epilepsy. 

Also  those  slight,  mild,  rudimentary  attacks  seen  in  adults 
are  met  in  children.  They  are  manifested  by  sudden  attacks 
of  fainting  and  pallor.  Often  in  the  midst  of  play  the  children 
stand  for  minutes  with  staring,  absent-minded  expression,  and 
then  resume  their  play  as  though  nothing  had  happened,  or  they 
sink  down  feebly  and  suddenly.  Instead  of  the  typical  con- 
vulsive seizures,  momentary  states  of  mental  confusion,  catalepsy, 
and  acute  mania  may  occur.  The  so-called  postepileptic  mental 
disturbances  and  severe  delirium,  which  may  be  associated  with 
acts  of  violence,  lasting  for  hours  or  even  weeks,  and  possibly 
terminate  in  total  imbecility,  are  also  occasionally  observed  in 
children.  During  the  intervals  of  the  attacks  the  children  are 
usually  quite  normal.  In  some  children,  however,  slight  dis- 
turbances, e.g.,  of  speech  and  vision,  and  weakness  of  memory, 
are  noticeable.  Others,  again,  especially  children  with  an  hered- 
itary diathesis  or  in  whom  the  attacks  are  very  frequent,  retain 
moral  defects,  fail  in  intelligence,  and  sink  into  a  state  of  idiocy 
or  complete  imbecility. 
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The  frequency  and  time  of  recurrence  of  the  epileptic  attack 
cannot  be  predicted,  as  these  vary  greatly  in  different  persons  or 
even  in  the  same  individual,  and  depend  partly  upon  exciting 
causes,  such  as  faulty  diet,  excitement,  fright,  helminthiasis,  etc., 
capable  of  exciting  a  new  attack.  Therefore,  before  inaugurating 
a  method  of  treatment  with  the  view  of  either  preventing  new 
attacks  or  curing  the  disease,  it  is  important  first  to  investigate 
and  weigh  all  the  etiological  factors.  Eecovery  is  more  apt  to 
occur  in  children  than  in  adults,  but  such  a  termination  is  ex- 
tremely rare.  Indeed,  a  cure  can  really  never  be  spoken  of,  as 
new  attacks  may  occasionally  occur  even  after  intervals  of  ten 
or  twenty  years.  However,  considerable  improvement  can  be 
obtained  by  removing  the  etiological  factors  and  avoiding,  in  the 
mode  of  life  and  occupation,  everything  that  tends  to  produce  new 
seizures.  As  prophylactic  measures,  there  may  be  mentioned: 
avoidance  of  irritating  food,  alcoholics,  constipation,  overexer- 
tion, psychical  effects,  and  interdiction  of  school  attendance.  In 
addition,  bromids  [bromipin]  should  be  administered.  These 
usually  act  quite  favorably  or  with  more  certainty  than  zinc 
preparations  or  silver  nitrate,  ^lild  hydropathic  procedures, 
change  of  air,  etc.,  are  also  of  value.  Sometimes  it  is  desirable 
to  send  the  patient  to  an  institution  for  epileptics  [e.g.,  the  Craig 
colony  for  epileptics]. 

[In  administering  bromids  it  is  always  advisable  to  begin 
with  the  smallest  dose  that  will  control  the  seizures.  Epileptic 
attacks  with  a  distinct  aura  are  sometimes  successfully  aborted 
by  the  inhalation  of  amyl  nitrite.  To  avoid  biting  the  tongue 
a  spool  or  cork  should  be  placed  between  the  patient's  teeth. 
Very  violent  attacks  may  be  mitigated  by  chloroform  inhala- 
tion.— Sheffield.] 

In  Jacksonian  epilepsy  surgical  procedures  have  given  good 
results,  either  simple  trephining  or  simultaneous  removal  of 
scars  and  impacted  sequestra;  also  opening  of  abscesses,  extir- 
pation of  cysts,  and  even  removal  of  small  portions  of  the  brain- 
cortex. 

Idiocy  is  an  impairment  of  intellect  varying  in  degree  from 
slight  weakness  of  the  mind  (imhecilUy)  to  total  dementia  and 
complete  loss  of  mental  activity.  The  affected  individual  is  like 
an  animal — is  unable  to  obtain  an  impression  of  the  outer  world 
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or  to  realize  it  normally  or  to  form  a  conception  of  anything. 
The  functions  of  the  higher  senses  are  very  deficient,  the  power 
of  speech  is  undeveloped,  etc.  In  contradistinction  to  these  cases, 
in  whom  every  expression  of  psychical  activity  is  lost,  there  are 
numerous  others  whose  mental  activity  is  more  or  less  developed 
or  capable  of  development,  some  who  are  able  to  form  some  con- 
ceptions and  to  speak  a  few  words,  and  others  who  are  only 
"  slightly  gifted  "  and  whose  lack  of  mental  development  in  com- 
parison with  other  children  of  the  same  age  is  not  discovered 
until  they  go  to  school.  In  severer  degrees  of  idiocy  the  differ- 
ence between  these  and  healthy  children  of  the  same  age  does 
not  escape  observation  even  in  children  but  a  few  weeks  old. 

Idiocy  may  be  congenital,  inasmuch  as  diseases  during  intra- 
uterine life  may  leave  a  permanent  defect  in  the  brain.  This 
form  not  infrequently  occurs  especially  in  strongly  neurotic  fami- 
lies, where  the  parents  are  often  subject  to  hysteria,  epilepsy, 
chorea,  and  the  like.  Alcoholism  and  syphilis  also  play  an  im- 
portant role,  and  intermarriage  between  near  relatives  exerts  an 
especially  deleterious  influence  if  both  sides  of  the  families  are 
disposed  to  nervous  diseases.  More  rarely  traumatism  during 
pregnancy  is  the  cause  of  congenital  idiocy.  Some  of  the  latter 
cases  present  either  large  anatomical  defects  in  the  brain  and 
total  deficiency  of  larger  or  smaller  regions,  or  partial  defects 
(porencephalia) ;  also  microcephalus,  encephalitic  processes, 
thrombi,  and  hemorrhages  which  give  rise  to  atrophy  or  sclerosis. 

Sometimes  idiocy  develops  later  in  life  and  marks  important 
stages  of  development,  e.g.^  teething  or  puberty.  Not  infre- 
quently idiocy  is  acquired  as  a  result  of  trauma  during  birth. 
Tedious  labor  especially  acts  as  an  etiological  factor,  and  many 
children  born  badly  asphyxiated  are  apt  to  contract  idiocy  later. 
Subsequent  trauma  (fall  from  the  cradle,  from  the  chair,  etc.) 
may  also  produce  idiocy. 

Quite  frequently  it  results  from  convulsions  of  such  mild 
degree  as  to  receive  but  little  attention — e.g.,  from  intestinal 
disturbances  and  during  the  onset  of  infectious  diseases.  The 
latter  are  often  followed  by  idiocy  even  without  convulsions. 
Meningeal,  encephalitic,  and  thrombotic  processes  and  hemor- 
rhages with  consequent  sclerosis  or  atrophy  of  the  brain  form  the 
anatomical  basis  also  of  acquired  idiocy.    Idiocy  develops  espe- 
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cially  in  children  who  suffered  from  acute  meningitis  early  in 
childhood  and  often  also  secondarily  to  hydrocephalus.  There 
is  also  a  close  relationship  between  epilepsy  and  idiocy,  and  not 
a  few  epileptic  children  gradually  develop  into  idiots.  Idiocy 
should  not,  however,  be  mistaken  for  cretinism,  myxedema,  or 
dwarfism.  These  are  conditions  which  not  rarely  betray  a  close 
resemblance  to  idiocy,  but,  nevertheless,  possess  nothing  in 
common  with  true  idiocy. 

The  PROGNOSIS  of  idiocy  is  bad.  Nothing  can  be  done  thera- 
peutically. If  the  idiocy  is  due  to  syphilis,  some  cures  are  oc- 
casionally obtained  by  means  of  specific  medication.  A  few  good 
results  are  also  attributed  to  the  use  of  thyroid  gland  substance 
[iodothyrin],  but  only  mild  cases  yield  to  it.  Excellent  results 
can  hardly  be  expected  from  operative  interference  (microceph- 
alus).  Pedagogical  influence  is  usually  the  only  measure  left 
in  tlie  treatment  of  idiocy,  and  in  milder  cases,  if  properly  in- 
stituted (idiocy  institutions),  it  is  frequently  productive  of  bene- 
fit. If  the  dementia  is  severe,  all  hope  of  ever  improving  the 
condition  must  be  abandoned. 

There  is  another  special  degenerate  variety  of  idiocy, — tlie 
Mongolian  type  (Calmuck  type  of  the  English), — so  called 
because  the  children  who  usually  die  young  possess  from  birth 
an  expression  of  countenance  strikingly  resembling  that  of  this 
race;  so  that  all  of  them  resemble  one  another  like  brothers  and 
sisters,  and  it  is  at  once  apparent  that  all  of  them  will  become 
idiots.  The  face  is  flat;  the  nose  short,  flat,  and  very  broad,  and 
bound  laterally  toward  the  eyes  by  distinct  vertical  folds;  the 
eyes  and,  at  times,  also  the  mouth  are  very  small,  narrow,  and 
oblique.  The  tongue  protrudes  from  the  usually  open  mouth. 
The  skull  is  rounded;  the  occiput  runs  quite  parallel  with  the 
plane  of  the  face.  The  circumference  of  the  head  is  smaller  than 
normal.  Other  malformations  or  anomalies,  aside  from  those 
mentioned,  are  often  observed:  thus,  atresias;  congenital  heart 
disease;  congenital  weakness  of  the  articulations;  also  marble- 
like appearance,  dryness,  and  roughness  of  the  skin;  arrest  of 
growth  in  length;  plumpness  of  the  hands  and  feet,  and  large 
abdomen.  The  latter  symptom  occurs  also  in  all  other  varieties 
of  idiocy.  From  the  first  mental  backwardness  is  the  chief 
characteristic  symptom  of  idiocy.    Aside  from  physical  defects, — ' 
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e.g.,  they  begin  to  walk  later,  teeth  slowly,  etc., — the  cause  of 
this  arrest  of  development  is  still  very  obscure. 

This  is  true  also  of  the  other  degenerate  variety  known  as 
family  or  amaurotic  idiocy,  which  was  first  observed  a  few  years 
ago  by  Sachs  and  subsequently  by  several  others.  This  variety 
occurs  especially  in  Jewish  families,  in  whom,  as  a  rule,  several 
members  of  the  family  are  affected.  It  usually  begins  when 
the  (normally  born)  children  are  from  3  to  8  months  old,  and 
becomes  manifest  by  gradually  increasing  debility  and  atony  of 
the  whole  muscular  system;  this  is  soon  followed  by  diplegia; 
mental  debility,  which  terminates  in  total  idiocy;  and  gradual 
diminution  of  vision  up  to  total  blindness  [and  of  hearing  in  a 
case  under  my  care].  Ophthalmoscopic  examination  reveals  a 
grayish-white  cloudiness  of  the  macula  lutea  with  a  central 
cherry-red  spot,  usually  a  degeneration  of  the  papilla;  later 
optic  atrophy,  which  is,  as  a  rule,  complete  when  the  child 
reaches  1  year  of  age.  Marasmus  and  death  usually  occur  in  the 
course  of  two  years.  Severe  disturbances  and  degenerative  proc- 
esses in  the  brain,  spinal  cord,  and  retina  form  the  anatomical 
basis  of  this  rapidly  terminating  etiologically  obscure  disease. 

Neurasthenia  in  children,  especially  school  children,  is  not 
at  all  rare.  Mental  and  physical  overexertion  is  the  chief  cause 
(often  also  onanism!).  Weakness  of  memory,  absent-minded- 
ness, change  in  behavior,  abnormal  sensations,  timidity  up  to 
true  phobia,  headache,  dizziness,  cardiac  palpitation,  tremor,  dis- 
turbance of  sleep  and  nutrition,  etc.,  constitute  the  symptoma- 
tology. Neurasthenia  is  often  combined  with  organic  nervous 
disease,  such  as  paralysis  and  chorea. 

The  PROGNOSIS  is  favorable.  With  good  care,  roborants, 
dietetic  treatment,  and  hydriatic  procedures  the  neurasthenia 
usually  disappears. 

Melancholy  is  one  of  the  most  frequent  psychical  disturb- 
ances of  childhood,  and  is  observed  particularly  in  children  from 
8  to  15  years  of  age.  A  child  suffering  from  melancholy  shows, 
in  contradistinction  to  mania  (q.v.),  retardation  of  every  physical 
and  mental  activity.  Without  cause  it  is  depressed  and  sad, 
neither  seeks  nor  finds  pleasure  anywhere,  does  not  play,  retires  to 
a  lonesome  corner,  broods,  and  speaks  little  or  not  at  all.  Self- 
accusation  and  self-underestimation  are  not  rare,  and  hallucina- 
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tioiis  may  lead  to  excitement  and  paroxysms  of  rage.  Suicide  is 
not  infrequently  a  result  of  melancholy.  Melancholy  frequently 
progresses  up  to  true  stupor.  The  patient  lies  motionless  and 
apathetic,  reacts  to  nothing,  and  even  voids  urine  and  feces  while 
in  this  condition. 

The  PROGNOSIS  is  generally  favorahle.  As  a  rule,  improve- 
ment and  recovery  take  place,  after  months  or  sometimes  weeks. 
Sometimes,  however,  it  is  followed  by  mania  or  even  dementia. 
Some  patients  succumb  to  exhaustion,  others  to  suicide.  Careful 
supervision  and  nursing,  therefore,  constitute  the  chief  treat- 
ment. 

Dementia. — Acute  dementia  (acquired  imhecility)  is  rare  in 
children.  At  the  earliest  it  occurs  at  and  after  puberty,  excep- 
tionally before.  It  appears  after  severe  sicknesses  (typhoid, 
scarlatina,  etc.)  and  occasionally  after  severe  emotion,  precocious 
worry,  overexertion,  and  masturbation.  It  is  met  in  two  forms, 
one  of  stupor  and  one  of  agitation,  both  manifested  by  con- 
siderable deficiency  of  intellect.  The  patients  resemble  idiots  for 
some  time,  but  after  weeks  or  months  the  intellect  gradually 
returns  and  the  dementia  disappears.  It  rarely  terminates  in 
permanent  imbecility.  Paralytic  dementia  almost  never  occurs 
in  small  children  and  is  extremely  rare  in  older  ones.  At  times 
it  is  due  to  hereditary  syphilis. 

Circular  Insanity  is  a  very  exceptional,  periodical,  usually 
hereditary,  mental  disease  of  childhood,  occurring  at  puberty  or 
even  later.  The  attacks  consist  of  mania  and  stages  of  exaltation 
and  delirium,  which  sooner  or  later  terminate  in  melancholia 
(or  vice  versa).  The  attacks  last  for  days  or  weeks  and  are  fol- 
lowed by  lucid  intervals  of  months'  or  even  years'  duration.  As 
a  rule,  the  lucid  intervals  gradually  become  shorter. 

The  PROGNOSIS  is  quite  unfavorable,  and  the  children  must 
be  under  constant  supervision  or  committed  to  an  institution. 

Mania  manifests  itself  chiefly  by  a  striking  acceleration  of 
all  cerebral  and  bodily  functions.  In  children  suffering  from 
this  disease  an  overhastiness  of  speech  and  action  is  always 
noticeable.  Thoughts  and  impulses  follow  one  another  with 
unusual  rapidity.  Mania  also  manifests  itself  by  a  wide  range 
of  ideas,  great  activity  without  resulting  exhaustion,  and  a  crav- 
ing on  the  part  of  the  patient  to  destroy  everything  that  he  can 
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see  and  reach — even  his  clothes  or  his  person.  The  patient  is 
unable  to  combat  his  desires  or  to  moderate  anything.  He 
abandons  himself  to  his  desires  and  passions;  is  usually  in  an 
irritable,  exalted  mood;  is  wild,  bold,  also  shameless,  and  with- 
out sense  of  decency.  He  is  frequently  tormented  by  hallucina- 
tions ;  he  screams,  cries,  and  raves.  On  the  other  hand,  he  may, 
nevertheless,  retain  his  mental  power  for  smart  ideas  and  possess 
actual  brilliancy  of  thought.  As  his  sleep  and  appetite  are 
usually  very  poor,  he  is  soon  exhausted  physically. 

The  PEOGNOSis  is,  nevertheless,  quite  favorable.  After  a 
slow  or  sudden  onset  the  disease  remains  stationary  at  its  acme 
for  several  weeks,  and  then  usually  shows  signs  of  improvement. 
The  latter  is  usually  first  manifested  by  more  restful  sleep. 

Febrile  diseases,  overexertion,  emotion,  and,  in  girls,  some- 
times menstruation  are  the  usual  etiological  factors.  It  is  occa- 
sionally preceded  by  a  stage  of  depression  and  melancholy.  The 
duration  varies  from  five  to  twelve  months.  Careful  super- 
vision and  nursing  (also  in  an  institution)  are  of  primary  im- 
portance, in  addition  to  administration  of  hyoscin  hydrobromate 
(0.0003  to  0.0006  [gr.  Vioo  to  V200]  three  times  a  day)  sul- 
phonal  and  trional,  and  prolonged  cold  douches,  etc.,  which  serve 
as  adjuvants. 

Delirium  Tremens  is  extremely  rare  in  children.  The  case 
of  a  boy  of  5  years  who  was  an  habitual  drinker  of  brandy  was 
reported  by  Cohn  (1888). 

Simulation  is  extensively  observed  in  children  and  must 
always  be  borne  in  mind  whenever  confronted  with  a  case  of 
convulsions,  tremor,  paralysis,  etc.,  with  an  indefinite  etiology. 
Vomiting,  pain,  dyspnea,  and  even  hematuria  (coloring  with 
carmin!)  may  be  simulated.  Dread  of  school,  punishment,  etc., 
or,  as  often  happens  in  hysteria,  the  desire  to  excite  interest, 
drive  to  simulation.  In  fact,  simulation  may  be  due  to  hysteria 
and  nervousness.  An  experienced  physician  is  well  able  to  de- 
tect simulation;  of  course,  this  is  best  accomplished  in  hospitals. 
The  patient  should  be  made  to  understand  that  he  is  "faking,'^ 
or  a  confession  should  be  elicited  by  kind  persuasion,  application 
of  electricity,  or  by  threatening  an  operation,  etc. 

Chorea  (St.  Vitus's  Dance). — Chorea  is  the  most  frequent 
of  all  neuroses  of  children,  especially  in  girls  from  the  beginning 
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of  the  second  dentition  up  to  puberty.  It  is  observed  also  in 
children  under  3  years  of  age,  and  occasionally  even  in  those  un- 
der 1  year.  Children  of  "nervous"  temperament  are  more  pre- 
disposed to  it,  and  masturbation  and  abuse  of  alcohol  act  also  as 
predisposing  causes.  Chorea  is  probably  due  to  an  irritable  con- 
dition of  the  center  of  co-ordination,  but  it  is  most  frequently 
looked  upon  as  an  infectious  disease — the  same  infectious  agent 
as  in  articular  rheumatism  (q.v.).  The  frequent  occurrence  of 
epidemics  of  chorea  in  public  and  boarding  schools,  although  an 
increase  of  cases  after  "taking  cold"  is  well  known,  is  no  proof 
of  its  infectious  origin,  for  here  it  is  a  question  of  hysteria  spread 
by  imitation.  Anatomical  alterations  of  the  central  organs  are 
absent — a  fact  strikingly  verified  by  the  general  favorable  prog- 
nosis of  the  disease.  Chorealike  movements  in  brain  disease, 
postparalytic  hemichorea,  etc.,  do  not  belong  here. 

The  cause  of  the  neurosis  is  as  yet  unknown.  It  not  infre- 
quently becomes  manifest  after  fright  and  is  sometimes  produced 
seflcxly  by  worms,  anal  fissure,  phimosis,  difficult  dentition,  and 
caries  dentium,  and  disappears  after  the  removal  of  the  cause. 
It  is  also  observed  in  infectious  diseases,  such  as  measles,  scarlet 
fever,  diphtheria,  typhoid,  and  particularly  after  articular  rheu- 
matism, with  which  it  evidently  is  closely  related.  Eheumatism 
and  chorea  often  appear  together.  Chorea  sets  in  either  during 
the  decline  or  convalescence  or  more  rarely  during  the  height  of 
the  rheumatic  attack.  Indeed,  it  may  occur  in  apparently  mild 
attacks  of  rheumatism,  manifesting  itself  by  pain  without  fever 
or  swelling  or  in  very  restricted  rheumatic  affections,  such  as 
caput  obstipum  (q.v.).  On  the  other  hand,  both  sometimes  al- 
ternate (more  rarely  chorea  begins  first  and  rheumatism  later), 
and  very  often  chorea  is  complicated  by  vah^ular  diseases,  espe- 
cially mitral  insufficiency  and  also  by  acute  endocarditis.  It 
is  therefore  always  important  to  examine  the  heart  of  a  choreic 
patient.  It  is  well  to  remember,  however,  that  not  every  murmur 
indicates  heart  disease,  for  such  may  be  due  to  frequently  co- 
existing anemia  or  to  functional  insufficiency  from  slight  dilata- 
tion of  the  ventricles. 

The  cardinal  symptoms  of  chorea  are  irregular,  uneven,  in- 
voluntary muscular  movements.  The  movements  are  the  same 
as  in  the  normal  condition, — flexion,  extension,  adduction,  and 
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abduction, — but  they  are  hasty  and  beyond  control.  They  in- 
volve various  sets  of  muscles  intermittently,  but  usually  those  of 
the  upper  extremities  and  face,  which  do  not  remain  quiet  for  a 
moment,  but  continue  to  make  grotesque  movements.  The 
shoulders  are  raised  or  dropped;  the  fingers  are  bent,  extended, 
or  shoved  one  over  the  other;  the  head  is  drawn  down  laterally; 
the  forehead  is  wrinkled;  the  eyes  open  and  close;  the  angles 
of  the  mouth  are  distorted;  the  patient  seems  to  be  crying  or 
laughing,  etc.  In  severe  cases  the  whole  body  participates  in  the 
movements,  so  that  the  patients  are  unable  to  stand,  sit,  or  lie 
still;  they  fall,  stumble,  are  thrown  out  of  bed  and  injured: 
The  tongue  performs  wormlike  motions  which  causes  stammer- 
ing, indistinct  speech,  and  even  aphasia,  and  interfere  with 
eating  and  drinking.  The  eyes  roll.  [The  iris  was  involved  in 
a  case  under  my  care. — Sheffield.] 

The  intensity  of  all  these  motions  is  subject  to  variations 
and  often  marked  by  temporary  improvement.  The  movements 
at  once  become  exaggerated  if  the  patient  attempts  to  make  a 
voluntary  motion  (write,  drink,  etc.),  or  if  he  is  being  observed. 
The  movements  cease  entirely  during  sound  sleep  and  only  par- 
tially if  the  patient  sleeps  restlessly.  Sometimes  only  half  of  the 
body  is  affected  (hemichorea) ;  this  form  is  more  serious  than 
ordinary  chorea.  Notwithstanding  the  intensity  of  the  motions, 
there  is  almost  never  a  sense  of  fatigue.  The  patellar  reflexes  are 
often  exaggerated.  All  other  symptoms  occurring  with  chorea 
are  not  characteristic  (e.g.,  sensitiveness  to  pressure  over  the 
spinous  processes  of  a  few,  especially  the  upper  cervical,  verte- 
brae; possibility  to  exaggerate  the  movements  by  compression  of 
certain  nerve  groups,  such  as  the  brachial  plexus  and  crural  is 
nerve).  ExcejDt  the  S3miptoms  just  mentioned  there  is  perfect 
health  (often  anemia).  Sensation  is  almost  never  disturbed 
(the  contrary  would  indicate  hysteria)  ;  pareses,  especially  of 
one  arm,  are  rare,  while  there  are  often  changes  in  the  psychical 
condition;  thus,  the  patient  is  irritable,  inclined  to  weep,  to 
be  impatient,  but  real  psychical  disturbances  are  rare  (at  most 
ecstatic  delirium). 

The  most  dangerous  complication  of  chorea  is  endocarditis 
(q.v.),  which  is  here  sometimes  fatal,  particularly  in  delicate 
patients.     Otherwise  the  prognosis  of  chorea  is  generally  good. 


DISEASES  OF  THE  NERVOUS  SYSTEM.  379 

Eecovery  usually  takes  place,  although  the  course  is  very  pro- 
tracted— from  four  to  ten  weeks  or  several  months. 

The  onset  of  chorea  is  usually  slow  and  unnoticeable. 
Earely,  e.g.,  after  fright,  the  whole  clinical  picture  appears  at 
once.  As  a  rule,  the  child  twitches  slightly,  now  and  then  snaps 
the  eyes,  draws  the  mouth,  blots  in  writing,  is  awkward  in  sew- 
ing, and  makes  mistakes  in  music.  The  unfortunate  patient  is 
therefore  considered  impatient  and  careless  and  is  punished. 
Gradually  the  disease  becomes  more  distinct.  Cases  of  slow  de- 
velopment and  moderate  intensity  generally  tend  to  run  a  chronic 
course,  while  violent  and  intense  cases  are  sometimes  cured  in  a 
few  weeks.  In  cases  of  several  years'  duration  there  is  always  a 
suspicion  of  some  other  trouble.  There  is  a  marked  tendency 
to  relapses,  after  weeks,  months,  or  years,  which,  as  a  rule,  run 
a  mikler  and  quicker  course,  but  sometimes  as  severe  or  even  more 
severe  a  course  than  the  first  attack.  In  children  who  once  suf- 
fered from  chorea,  slight  disturbances,  such  as  overexertion, 
fright,  tlumderstorm,  reprimand,  are  sufficient  to  bring  back  an 
attack.     At  times  these  patients  become  epileptics. 

Treatment  often  considerably  abbreviates  the  course  of  the 
attacks,  but  rarely  prevents  recurrences.  The  treatment  con- 
sists, first  of  all,  of  perfect  rest.  The  child  is  kept  from  school, 
if  for  no  other  purpose  than  to  avoid  ridicule  by  comrades,  which 
may  harm  the  child  mentally.  In  severe  cases  rest  in  bed  for 
several  weeks,  which  often  acts  admirably,  or  strict  avoidance  of 
mental  fatigue,  psychical  excitement,  and  also  interdiction  of 
alcohol.  Change  of  residence  —  to  a  distance  from  relatives 
(country,  woods).  Bland,  nourishing  food,  such  as  milk,  eggs, 
cocoa  [ferrosomatose],  etc.;  regular  mode  of  life,  lukewarm 
baths  with  cool  douches  on  the  head,  and  careful  sponging  of  the 
body.  Medicinally,  arsenic  (q.v.),  especially  Fowler's  solution, 
is  the  best.  [Arsenic,  in  the  form  of  Fowler's  solution,  should 
be  given  in  large,  gradually  increased  doses  (from  4  to  20 
drops)  well  diluted  in  water,  three  times  a  day,  after  meals, 
until  constitutional  effects  of  arsenic  (a  disturbance  of  the 
stomach  or  bowels  or  puffiness  of  the  eyelids)  are  produced, 
whereupon  the  dose  is  diminished. — Sheffield.]  If  the  latter 
preparation  proves  ineffectual,  arsenous  acid  is,  according  to 
Henoch,  often  decidedly  beneficial.    Also  aquae  Levico,  Eoncegno, 
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and  G liber  (1  teaspoonful  to  1  tablespoonful  three  times  a  day). 
The  use  of  physostigmin  (q.v.)  or  zinc  oxid  (q.v.)  is  often  of  ad- 
vantage. In  rheumatic  complications,  sodium  salicylate,  com- 
bined with  sodium  bromid  or  antipyrin,  often  acts  surprisingly 
well.  Analgen,  lactophenin,  and  sulphonal  are  also  highly 
recommended,  the  latter  especially  in  insomnia,  where  bromid 
or  chloral  hydrate  is  iiidicated. 

A  rare  disease  affecting  especially  very  young  infants  is 
CHOREA  PARALYTICA  ( CHOREA  MOLLIS),  a  general  or  partial 
(monoplegia — one  arm!)  atonic  paralysis,  with  retained  tendon- 
reflexes,  which  appears  after  the  choreiform  movements  have 
disappeared.  The  latter  may  be  very  slight  or  entirely  absent; 
so  that  the  paralysis  is  the  only  manifestation  of  the  chorea. 
It  is,  perhaps,  due  to  an  intoxication  (with  rheumatic  virus?). 
The  prognosis  is  good. 

Something  entirely  different  is  presented  by  the  affection 
designated  by  Henoch  as  chorea  electrica,  undoubtedly  identi- 
cal with  "paramyoclonus,"  which  occurs  at  times  in  children  of 
9  to  15  years,  and  in  which  those  violent,  co-ordinated  move- 
ments, exaggerated  by  intentional  muscular  action  observed 
in  true  chorea,  are  never  found,  but  rather  appear  now  and 
then,  at  variable  intervals  (seconds  to  minutes)  as  lightning- 
like spasms,  especially  in  the  neck,  shoulders,  but  also  in  other 
parts,  as  though  produced  by  an  induced  current.  The  symp- 
toms are  rather  indistinct  and  last  but  a  moment.  Speech  and 
power  of  writing,  etc.,  are  unaltered.  The  treatment  consists 
of  the  administration  of  potassium  bromid  and  the  galvanic 
current. 

Spasmodic  movements  [habit-spasm]  of  the  face,  fingers, 
and  hands  are  sometimes  seen  in  children  from  7  to  12  years  of 
age  who  are  of  a  nervous  temperament.  They  persist  sometimes 
for  weeks,  but  never  develop  into  true  chorea.  They  usually 
disappear  on  strict  discipline. 

Spasmus  Nutans. — Spasmodic  nodding  of  the  head,  antero- 
posteriorl}^,  is  due  to  irritation  in  the  region  of  the  accessory 
nerve  of  Willis.  It  is  usually  associated  with  rotatory  motions 
of  the  head,  the  latter  sometimes  even  predominating;  also  with 
bilateral  spasmodic  motions  of  the  ocular  muscles — as  a  rule, 
nystagmus,  and  more  rarely  strabismus  and  rolling  motions  of 
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the  eyes.  The  trunk  muscles  are  occasionally  also  involved. 
The  oscillations  are  usually  permanent,  but  more  rarely  paroxys- 
mal. They  cease  during  sleep  and  sometimes  also  on  exciting 
attention  or  firm  holding  of  the  head,  whereby  the  nystagmus  is 
aggravated  or  started.  The  affection  is  frequently  reflex  in 
nature,  e.g.,  during  teething,  after  which  the  nodding  and  other 
irritations  disappear. 

According  to  Kassowitz,  spasmus  nutans  is  always  due  to 
rachitis.  [A  case  observed  by  the  editor,  affecting  a  colored 
baby  5  months  old,  was  apparently  idiopathic  in  nature. — 
Sheffield.]  This  view  is  refuted  by  Henoch,  since  it  usually 
occurs  in  young  infants,  rarely  in  older  children.  There  is, 
however,  a  severer  form  of  spasmus  nutans  of  central  origin 
which  is  frequently  associated  with  disturbance  of  intellect,  epi- 
lepsy, idiocy,  etc.  The  prognosis  of  this  form  is  bad.  Henoch 
often  found  a  peculiar  rocking  motion  of  the  body,  which  is 
voluntary  and  has  nothing  in  common  with  spasmus  nutans,  in 
masturbating  children;  and  in  three  cases  he  observed  fits  of 
laughing  as  a  result  of  gastro-intestinal  irritation.  The  partial 
spasms  of  the  neck,  extremities,  and  face, — the  latter  are  often 
reflex,  associated  with  eye  disorders — are  identical  with  those 
in  adults. 

The  TKEATMENT  is  usually  expectant,  in  addition  to  re- 
moval of  the  exciting  causes  and  administration  of  bromids, 
arsenic,  etc.^  if  desirable. 

Pavor  Nocturnus  [Nig^ht  Terrors]  is  a  form  of  mild  mo- 
mentary disturbance  of  the  mind.  During  sleep  the  child 
(probably  frightened  by  bad  dreams)  suddenly  jumps  up  and 
screams,  and  looks  around  staringly  and  anxiously.  He  some- 
times grasps  at  the  air,  trembles,  and  utters  incoherent  words; 
fails  to  recognize  those  about  him,  and  is  quieted  only  after  some 
time.  This  scene  is  sometimes  repeated  several  times  in  from 
one-half  to  one  hour,  when  the  child  again  falls  asleep.  He 
then  passes  the  rest  of  the  night  quietly  and  remembers  nothing 
the  next  morning.  Such  attacks  occur  singly  or  recur  at  shorter 
or  longer  intervals,  sometimes  every  night,  and  ultimately  dis- 
appear after  weeks,  months,  or  occasionally  years  (or  not  until 
puberty).  The  consequences  are  not  bad.  The  patients,  who 
are  usually  from  4  to  8  years  of  age,  are  generally  entirely  well 
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during  the  day.  Pavor  nocturnus  is  usually  met  in  children  of 
neurotic  antecedents  or  in  those  who  have  an  excited  imagina- 
tion as  a  result  of  horrible  stories,  nursery  tales,  etc.,  or  are  ac- 
customed to  the  use  of  alcohol,  tea,  or  coffee,  or  to  masturbation. 
These  children  are  sometimes  affected  by  adenoid  vegetations, 
hypertrophy  of  the  tonsils,  nasal  polyps,  rhinitis,  otitis,  and 
digestive  disturbances  [helminthiasis]. 

The  TREATMENT  cousists  of  removal  of  the  causes,  avoid- 
ance of  alcohol,  tea,  coffee,  exciting  stories,  etc.  Outdoor  exer- 
cise during  the  day;  light,  nonirritating  food  at  night;  and 
administration  of  bromids  and  trional.  In  anemic,  irritable 
children  iron,  quinin,  and  Fowler's  solution  usually  effect  a  cure. 
The  patients  should  sleep  in  a  quiet,  well-aired  and  slightly  il- 
luminated (by  a  night-light)  room  on  a  hair  mattress,  not  too 
warmly  covered,  and  free  from  tightly  fitting  clothes.  The 
evening  meal  should  not  be  given  too  near  bedtime.  Attention 
should  be  paid  to  regular  movements  of  the  bowels. 

Hemicrania  is  as  frequent  in  children  as  in  adults  and 
usually  gives  rise  to  the  same  s3'mptoms.  It  affects  especially 
school  children,  in  whom  mental  exertion  probably  plays  the 
chief  role.  Heredity  also  is  deserving  of  consideration  as  an 
etiological  factor,  for  a  predisposition  to  hemicrania  is  often 
found  in  very  young  children.  Anemia  greatly  favors  the  devel- 
opment of  hemicrania.  More  rarely  affections  'of  the  eye,  such 
as  asthenopia  and  hypermetropia,  and  of  the  nose — hypertrophy, 
etc. — act  as  etiological  factors.  Occasionally  it  is  also  caused  by 
helminthiasis  and  more  rarely  by  diseased  conditions  of  the 
genital  system,  e.g.,  leucorrhea,  w^hich,  however,  like  the  hemi- 
crania itself,  may  be  a  result  of  onanism.  Headache  is  quite 
often  localized  in  the  center  of  the  forehead.  It  is  usualh^,  but 
not  always,  accompanied  by  vomiting.  On  the  other  hand, 
typical  attacks  of  hemicrania  are  occasionally  manifested  by 
periodical  vomiting,  without  headache;  often  also  by  dizziness, 
tinnitus,  manifold  disturbances  of  the  eye,  such  as  muscae 
volitantes  ("flimmerskotom"),  photophobia,  seeing  of  fireballs, 
lightning,  etc.,  temporary  loss  of  vision;  disturbances  of  sensi- 
bility, sensation  of  stinging  and  of  pricking  with  pins ;  deafness, 
etc. ;  also  general  tremor  and  clonic  twitching.  It  is  sometimes 
associated  with  epilepsy,  to  which,  by  the  way,  hemicrania  is 
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closely  allied,  and  also  with  temporary  aphasia  and  perhaps  with 
hysteria. 

All  these  symptoms  may  precede  the  actual  attack.  The  at- 
tack lasts  a  few  hours,  but  possibly  several  days,  and  is  sometimes 
accompanied  by  marked  restlessness,  sensation  of  heat,  etc.,  dur- 
ing the  night.  The  intervals  between  attacks  last  a  few  days, 
but  may  continue  many  weeks.  Mental  overexertion  (school), 
distress  (scolding,  fear  of  punishment,  etc.),  and  dyspepsia  fre- 
quently form  the  exciting  causes  of  an  attack.  The  attacks 
sometimes  cease  as  soon  as  the  patient  is  placed  in  other  and  more 
quiet  environment  and  in  a  healthier  locality. 

The  DIAGNOSIS  of  hemicrania  is  not  always  easyj  for  pro- 
tracted headache  is  sometimes  the  only  apparent  symptom  of  a 
tumor  or  tubercle  of  the  brain.  Prolonged  observi\tion  and  care- 
ful attention  to  all  etiological  factors  usually  clear  up  the  diag- 
nosis. 

To  a  great  extent  the  TREAXiiEXX  is  based  upon  removal  of 
the  etiological  factors,  especially  upon  avoidance  of  mental  over- 
exertion (private  instruction,  boarding  school  in  the  country: 
sojourn  in  the  mountains,  or  seashore,  at  least  during  vacation). 
Proper  utilization  of  leisure  time  by  physical  and  outdoor  exer- 
cise, swimming,  gymnastics,  etc.  Attention  to  anemia  (iron, 
arsenic)  or  to  organic  disease  if  present.  Also  cautious  use 
of  the  cold-water  treatment  is  at  times  quite  useful.  During 
an  attack :  rest  in  bed  in  a  dark  room,  and  bland  diet.  Medic- 
inally caffein, — often  a  small  cup  of  strong  black  coilee  is  to  be 
preferred, — quinin,  phenacetin,  antipyrin,  bromids,  etc. 

Neuralgias  are,  aside  from  hemicrania  {q.i\),  rare  in  chil- 
dren. They  are,  nevertheless,  observed,  e.g.,  in  hysteria  and 
malaria  (intermittent).  They  do  not  differ  in  any  way  from 
neuralgias  in  adults. 

Multiple  Neuritis  (Polyneuritis)  may  develop  during  or 
after  acute  and  chronic  infectious  diseases,  such  as  diphtheria, 
variola,  typhoid,  parotitis,  tuberculosis,  or  syphilis;  or  may  re- 
sult from  poisoning  with  arsenic,  lead,  alcohol,  mercury,  phos- 
phorus, and  carbonic  oxid ;  or.  finally,  may  occur  after  injuries. 
There  is  also  a  form  of  simple  rheumatic  neuritis  which  is  caused 
by  cold.  Some  cases  are  etiologically  obscure.  The  association 
of  motor  and  sensory  disturbances  in  certain  nerve  regions  is 
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characteristic  of  neuritis.  The  motor  symptoms  usually  mani- 
fest themselves  by  atonic  paralysis  of  symmetrical  regions,  either 
of  the  upper  or  lower  or  of  all  four  extremities.  It  generally 
begins  with  the  lower  and  later  affects  the  upper  extremities, 
with  especial  predilection  first  for  the  distal  portions,  and  next 
the  extensors  of  the  foot  and  hand.  Gradually  other  portions  of 
the  body  may  become  involved,  most  rarely  the  facial  nerve,  the 
eye  muscles,  and  the  diaphragm ;  the  trunk  often  remains  intact. 
With  the  gradually  increasing  paralysis  there  is  a  slow  develop- 
ment of  continued  pain  along  the  nerve-trunks.  In  the  begin- 
ning the  latter  are  also  sensitive  to  pressure.  The  onset  of  this 
affection  is  usually  gradual;  but  it  may  exceptionally  be  acute 
even  with  fever,  chills,  convulsions,  etc.,  and  progress  very 
rapidly.     As  a  .rule,  it  is  a  chronic,  slowly  progressing  affection. 

Before  the  appearance  of  paralysis  the  patient  first  com- 
plains of  numbness,  pricking,  and  chilliness  of  the  parts  later  to 
become  affected.  Symptoms  of  inco-ordination  may  also  precede 
that  stage.  When  the  paralysis  is  developed,  the  reflexes  are 
almost  always  diminished  or  lost;  the  electric  excitability  is 
variously  changed,  and  every  kind  of  reaction  of  degeneration  is 
present.  Contractures  and  deformities  are  the  usual  sequels  of 
this  process.  The  sensory  disturbances  are  manifested  by  a 
more  or  less  marked  alteration  of  the  sensibilities  (tactile,  pain, 
temperature,  and  muscular  sense,  etc.).  In  the  beginning  there 
is  usually  hyperesthesia,  which  later  gives  way  to  anesthesia. 
Vasomotor  disturbances  {e.g.,  edema)  may  also  occur  in  neu- 
ritis. 

The  DIAGNOSIS  is  generally  not  difficult.  It  is  apt  to  be 
mistaken  for  poliomyelitis,  Landry's  paralysis,  and  hysteria.  In 
poliomyelitis  the  initial  symptoms  are  much  more  acute;  there 
is  no  pain  in  the  nerve-tracts,  and  no  such  symmetrical  involve- 
ment as  seen  in  neuritis.  In  Landry's  paralysis  the  paralysis  as- 
cends from  the  lower  to  the  upper  extremities  without  involving 
the  trunk,  as  it  generally  occurs  with  neuritis.  In  hysteria  the 
reflexes  are  intact  and  the  anesthesia  is  more  regional. 

The  PROGNOSIS  of  neuritis  is  not  bad.  In  most  cases  im- 
provement takes  place  after  a  shorter  or  longer  period.  Ee- 
00 very  is  frequent.  Cases  are  met,  however,  in  which  paralysis 
or  deformities  may  persist  for  life.     Danger  to  life  occurs  only 


DISEASES  OF  THE  NERVOUS  SYSTEM.  385 

when  the  respiratory  or  cardiac  muscles,  the  vagus,  etc.,  are  in- 
volved. Intercurrent  diseases  also,  especially  bronchitis  and 
pneumonia,  may  prove  fatal. 

The  TREATMENT  consists  of  mitigation  of  pain  (heat,  pro- 
longed baths,  or  narcotics),  and  assistance  of  Nature's  curative 
efforts  by  electricity  (galvanic  current),  administration  of  robo- 
rants,  codliver-oil,  iron,  quinin,  and  small  doses  of  strychnin. 

Progressive  Facial  Hemiatrophy  is  a  rare  affection  which 
frequently  begins  in  childlinod  and  generally  involves  only  one 
side  of  the  face.  At  times  it  spreads  to  the  chest  and  the  whole 
part  of  the  body.  It  is  first  manifested  by  atrophy  of  the  skin, 
beginning  with  one  spot  turning  white,  thin,  and  later  wrinkled, 
etc.  It  then  gradually  spreads  over  the  surface,  and  also  affects 
the  deeper  structures — adipose  tissue,  muscles,  and  bones ;  so  that 
a  progressive  and  distinct  disfigurement  results.  Sometimes 
there  are  also  anomalies  of  pigment,  baldness,  etc.  Otherwise 
the  disease  causes  no  disturbances.  As  a  rule,  motion,  sensibility, 
and  the  special  senses  remain  intact. 

The  ETIOLOGY  and  nature  of  hemiatrophy  is  as  yet  quite 
obscure.  It  is  probably  a  trophoneurosis.  Anatomically,  neu- 
ritis of  the  trigeminus  has  been  found.  A  predisposition  to 
hemiatrophy  is  almost  always  inherited,  while  external  causes, 
such  as  traumatism  of  the  face  (burns,  contusions,  etc.),  acute 
infectious  diseases,  etc.,  form  the  exciting  cause.  Hemiatrophy 
is  sometimes  associated  with  scleroderma,  migraine,  and  Base- 
dow's disease. 

Therapeutic  measures  are  of  no  value  except,  perhaps,  the 
administration  of  thyroid  ghmd  sul)stance  if  the  disease  is  asso- 
ciated with  exophthalmic  goiter.  The  disease  progresses  unin- 
terruptedly, and  finally  reaches  a  permanent  stage. 

Facial  Paralysis  occurs  in  earliest  childhood,  even  at  birth 
as  a  result  of  pressure  of  the  obstetrical  forceps.  In  the  crying 
newborn  the  mouth  is  drawn  to  the  healthy  side  and  the  paralyzed 
eye  is  often  only  partially  closed.  As  a  rule,  recovery  takes  place 
in  a  few  weeks  after  absorption  of  the  extravasated  blood  and  the 
nerve  has  recuperated.  More  rarely  the  paralysis  is  permanent, 
owing  to  too  intense  pressure  and  consequent  degeneration  of  the 
facial  nerve.  Congenital  facial  paralysis,  which  is  not  due  to 
forceps  pressure,  but  which  develops  spontaneously  without  any 
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known  cause,  is  occasionally  met.  Peripheral  facial  paralysis  in 
older  children  is  due  to  the  same  causes  that  are  operative  in 
the  adults.  During  rest  nothing  is  noticeable,  but  when  the 
child  cries,  etc.,  attention  is  directed  to  the  asymmetry  of  the 
face.  ''Rheumatic'^  facial  paralysis,  which  is  due  to  draughts 
or  colds,  is  more  frequent.  It  rarely  occurs  in  children  under 
3  years  of  age.    Sachs  saw  it  in  a  child  9  months  old. 

The  PEOGNOSis  is  generally  favorable.^  There  are,  however, 
moderately  severe  and  grave  cases  in  which  the  prognosis  depends 
upon  the  electric  reaction  in  the  first  and  second  weeks.  Sachs 
offers  the  following  prognostic  hints : — 

"1.  If  at  the  end  of  the  first  week,  or,  still  better,  at  the  end 
of  the  second  week,  the  nerve  responds  at  all  to  the  faradic  or 
galvanic  current,  prompt  recovery  in  about  four  weeks  may  be 
expected. 

^'  2.  If  at  about  the  same  time  the  nerve  fails  to  respond, 
but  the  muscles  show  a  diminished  or  altered  galvanic  response, 
the  disease  is  likely  to  run  a  course  anywhere  between  one  and 
three  months. 

'^3.  If  the  muscles  respond  but  feebly  to  strong  currents,  if 
the  galvanic  formula  is  altered,  and  if  the  contractions  are  ex- 
tremely slow,  the  disease  may  run  a  course  anywhere  between 
six  months  and  a  year  or  even  longer.  If  after  a  period  of  two 
months  no  electric  reaction  can  be  observed,  the  degeneration 
is  very  complete,  and  a  paralysis  lasting  at  least  a  year,  if  not 
longer,  may  safely  be  predicted." 

Mild  facial  paralysis  requires  no  treatment,  as  the  patient 
recovers  spontaneously.  In  severe  cases  electricity  is  the  only 
effective  remedy.  A  moderate  galvanic  current  very  often  has- 
tens recovery. 

Facial  paralysis  is  sometimes  due  to  pressure  exerted  upon 
the  nerve  by  scars  resulting  from  abscesses  or  glandular  swellings 
behind  and  beneath  the  ear  in  the  region  of  the  stylo-mastoid 
[I  observed  a  case  in  connection  with  parotitis — Sheffield]. 
The  most  frequent  cause  of  facial  paralysis  is  destruction  of  the 
nerve-trunk  in  the  Fallopian  canal  as  a  result  of  caries  of  the 
petrous  portion  of  the  temporal  bone.  Henoch  almost  always 
found  paralysis  of  all  the  branches  of  the  facial  nerve,  but  not 
always  unilateral  paralysis  of  the  velum  palati.     "On  the  con- 
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trary,  the  uvula  often  remained  perfectly  straight  and  the  mo- 
bility of  the  palate  was  the  same  on  both  sides.  Destruction  of 
the  facial  nerve  manifests  itself  by  deflection  of  the  uvula,  im- 
mobility of  one-half  of  the  velum  during  breathing  and  phona- 
tion,  and  deviation  of  the  velum  to  the  other  side.  In  absence  of 
this  symptom  it  may  be  concluded  that  destruction  of  the  Fal- 
lopian canal  has  taken  place  only  at  the  distal  end  of  the  greater 
superficial  petrosal  nerve  after  its  passage  through  the  canal." 
Otorrhea  is  usually  present,  and  often  discharge  of  bone  sequestra 
and  also  of  auditory  ossicles.  Perceptible  swelling  behind  the 
ear,  redness,  and  fistulous  openings  may  indicate  the  presence  of 
the  deep  destructive  process,  which  is  not  rarely  'established  in 
earliest  infancy  (first  few  months  of  life),  and  often  rapidly 
leads  to  tuberculous  atroj^hy  (most  of  these  children  are  tubercu- 
lous) and  death;  or  the  patient  lingers  for  years  and  finally  suc- 
cumbs to  complications,  such  as  meningitis,  sinus-thrombosis, 
etc.  The  longer  the  duration  of  the  paralysis,  the  more  the 
facial  muscles  atrophy.  Otitis  scarlatinosa  also  is  often  the  cause 
of  facial  paralysis.  In  this  disease  caries  of  the  petrous  portion 
of  the  temporal  bone  sometimes  develops  very  rapidly,  and  often 
facial  paralysis  is  found  only  a  few  weeks  after  termination  of 
the  scarlatina. 

The  PROGNOSIS  of  this  (otic)  facial  paralysis  is  always 
dubious.  An  early  operation  may  sometimes  prove  curative.  On 
the  other  hand,  just  such  operations  as  are  performed  for  the 
cure  of  ear  affections  are  often  instrumental  in  bringing  about 
an  artificial  facial  paral3^sis.  This  occurs  as  a  result  of  perfora- 
tion of  the  fine  bone  lamellcB  which  separate  the  structures  of 
the  middle  ear  from  the  facial  nerve.  Central  facial  paralysis, 
which  is  caused  by  meningitis,  traumatism,  tumors,  etc.,  and 
generally  associated  with  paralysis  of  other  nerves,  acts  similarly 
to  that  in  adults. 


XVIL 
Diseases  of  the  Bones  and  Muscles^ 


Spondylitis  (Spondylarthrocace,  Caries  of  the  Vertebral 
Column,  Pott's  Disease)  is  a  tuberculous  ostitis  of  the  vertebral 
column  involving  one  or  more  vertebrae.  It  is  usually  manifested 
by  an  ulcerative  and  suppurative  destruction  of  the  bone.  The 
ulceration  begins  in  or  near  the  middle  of  the  vertebral  body  and 
gradually  extends.  As  tubercle  bacilli  are  prone  to  settle  in 
slightly  injured  bones  and  joints,  traumatism,  falls,  blows,  etc., 
are  the  most  frequent  exciting  causes.  Hence,  spondylitis  usually 
affects  children  up  to  4  years  of  age,  who  are  particularly  prone 
to  fall  and  injure  themselves.  The  suppuration  manifests  itself 
pre-eminently  by  the  pus  making  its  way  by  gravity  from  its 
primary  focus  to  distant  locations  and  by  the  establishment  of 
metastatic  abscesses. 

In  spondylitis  of  the  cervical  vertebrae  the  pus  commonly 
appears  as  a  retropharyngeal  abscess.  It  may,  however,  also 
emerge  from  some  external  part  of  the  neck,  or,  as  often  occurs 
in  spondylitis  of  the  upper  dorsal  vertebrae,  it  settles  in  the  ante- 
rior mediastinum  and  from  there  invades  internal  organs. 

In  spondylitis  of  the  lower  dorsal  (the  most  frequent  seat 
of  the  disease)  and  lumbar  vertebrae  the  pus  usually  travels  down- 
ward along  the  anterior  surface  of  the  vertebral  column  in  the 
sheath  of  the  psoas  muscle  and  emerges  from  the  anterior  surface 
of  the  thigh,  above  or  more  frequently  below  the  groin.  More 
rarely  it  advances  to  the  back  and  enters  the  vertebral  canal. 
While  suppuration  does  not  always  take  place,  even  if  the  carious 
process  has  progressed  considerably,  it  always  leads  to  a  poste- 
rior curvature  of  the  vertebral  column  whenever  one  or  more  of 
the  vertebrae  have  been  more  or  less  destroyed.  A  pointed,  so- 
called  Pott's  hump  (kyphosis,  gibhus)  develops,  usually  slowly, 
rarely  rapidly,  and  often  also  lateral  curvature  (kyphoscoliosis). 
During  the  course  of  spondylitis  an  affection  of  the  spinal  cord 
(388) 
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frequently  develops  from  compression  arising  either  as  a  result  of 
this  curvature  or  chiefly  as  a  result  of  inflammatory  products 
formed  between  the  dura  and  the  bones  (see  "  Compression  Mye- 
litis"). An  early  diagnosis  is  very  important  for  the  eventual 
cure  of  spondylitis  and  for  the  prevention  of  the  complications 
mentioned. 

The  first  symptoms  of  spondylitis  are  painful  sensations 
which  originate  in  the  vertebral  column.  Small  children  are 
restless  and  cry  when  handled  or  when  the  spine  is  moved  rapidly. 
Larger  children  avoid  the  latter  as  much  as  possible,  hesitate  to 
walk  or  stand,  and  cry  vehemently  on  the  slightest  pressure 
against  the  spinous  processes  of  the  diseased  vertebrae.  Such 
symptoms  are  observed  also  without  local  disease — for  example, 
in  hysteria  and  neurasthenia.  First,  however,  the  latter  diseases 
rarely  occur  in  young  children;  secondly,  hysterical  children  do 
not  always  designate  with  precision  the  painful  vertebrae;  and, 
thirdly,  posterior  displacement  of  one  or  more  spinous  processes 
and  broadening  of  the  lateral  masses  of  the  vertebrae,  which 
render  the  diagnosis  of  spondylitis  certain,  are  often  detected  at 
a  very  early  stage  of  the  disease.  Furthermore,  spondylitis  is 
accompanied  by  fever,  particularly  with  the  development  of  pus, 
anorexia,  insomnia,  and  emaciation.  In  spondylitis  of  the  cer- 
vical vertebra?  there  are  usually  disturbance  of  deglutition  and 
voice;  pain  in  moving  the  head  (it  is  therefore  kept  stiff)  ; 
headache,  particularly  occipital  neuralgia;  and,  finally,  sensory 
and  motor  disturl)ance  witliin  the  brachial  plexus.  If  tlie  upper- 
most cervical  vertebra?  are  diseased,  there  is  danger  of  anterior 
displacement  of  the  head  between  the  atlas  and  epistropheus, 
more  rarely  between  the  occiput  and  atlas,  and  death  from 
pressure  of  the  separated  dens  epistrophei  upon  the  spinal  mar- 
row. 

In  thoracic  spondylitis  there  are  often  tickling  and  pain  in 
the  legs  and  a  sense  of  pressure  in  the  pit  of  the  stomach.  In 
lumbar  spondylitis,  also  sciatica,  etc.,  may  be  observed. 

Owing  to  the  importance  of  an  early  diagxosis,  the  remarks 
of  Hoffa  will  here  be  quoted  in  detail :  "  In  the  beginning  spon- 
dylitis is  frequently  diagnosticated  with  difficulty.  It  is  apt  to 
be  mistaken  for  rheumatic  affections,  neuralgias,  gastro-intestinal 
diseases,  affections  of  the  female  genitalia,  etc.     The  prognosis 
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of  every  case  depends,  however,  upon  the  earliest  possible  diag- 
nosis and  treatment.  To  obtain  this,  the  chief  two  symptoms 
which  are  present  from  the  beginning  of  spondylitis  must  par- 
ticularly be  dwelt  upon — viz.:  pain  and  location  of  the  con- 
tractures. 

"  In  the  beginning  pain  is  almost  never  localized  in  the  ver- 
tebral column,  but,  on  the  contrary,  is  usually  perceived  as  a 
^  girdle-pain '  and  a  pain  radiating  toward  the  lower  extremities. 
The  pain  is  described -as  a  dull,  deeply  seated  pressure,  which 
increases  with  the  pulse-beat,  particularly  after  meals,  and  is 
less  tormenting  by  its  intensity  than  by  its  permanency.  Very 
small  children  indicate  pain  by  suffering  expression  of  the  face, 
by  refusal  to  take  nourishment,  by  crying  whenever  moved  about 
or  when  washed,  bathed,  etc.  Older  children  usually  complain  of 
pain  in  the  abdomen,  chest,  and  limbs,  which  is  increased  by 
coughing,  sneezing,  laughing,  and  all  other  expiratory  move- 
ments. Pain  radiating  to  the  point  of  the  penis  and  to  the  blad- 
der and  lancinating  pain  as  in  tabes  dorsalis  also  occur.  It 
usually  occurs  at  night  and  causes  sleeplessness,  or  the  children 
awake  suddenly  with  loud  crying  soon  after  having  gone  to  sleep 
[^starting  pain^]  and  again  fall  asleep.  The  pain  is  sometimes 
so  severe  that  even  pressure  exerted  by  the  blanket  cannot  be 
tolerated.  In  the  initial  stage  of  spondylitis  of  the  lumbar  re- 
gion the  patient  suffers  pain  only  while  sitting,  since  in  sitting 
the  lumbar  vertebral  region  is  curved  backward  so  that  the  dis- 
eased vertebrae  are  exposed  to  greater  encumbrance.  Pain  of 
this  character  must  always  receive  immediate  attention.  When- 
ever a  child  is  unable  to  walk  or  stand  at  the  usual  time;  or 
refuses  to  walk  after  previously  having  done  so ;  or  becomes  fret- 
ful and  refuses  to  play,  etc.,  after  having  been  lively  and  playful ; 
or  complains  of  'girdle,'  abdominal,  and  lumbar  pain  without 
apparent  cause,  it  should  immediately  be  thoroughly  examined 
while  undressed. 

"In  the  presence  of  spondylitis  a  peculiar  attitude  of  the 
trunk — the  second  cardinal  symptom — will  be  found,  which  re- 
sults from  the  desire  of  the  patient  to  fix  the  diseased  portion 
of  the  vertebral  column  in  order  to  avoid  all  possible  motion. 
Children  who  are  as  yet  unable  to  walk  lie  quietly  in  bed,  and 
cry  whenever  they  are  moved  about  or  picked  up.     If  set  up  in 
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bed  they  turn  on  the  side,  lean  on  one  arm,  and  grasp  the  bedside 
with  the  other  arm  in  order  gradually  to  raise  themselves. 
Older  children  suffering  from  spondylitis  endeavor  reflexly  to 
relieve  the  burden  from  the  region  of  the  vertebral  column  by 
contraction  of  certain  muscles,  and  thus  acquire  characteristic 
attitudes.  If  the  seat  of  the  disease  is  in  the  cervical  region 
they  hold  the  head  to  the  front  or  to  the  side,  so  that  the  clinical 
picture  of  torticollis  is  produced;  if  in  the  lower  dorsal,  the 
whole  upper  body  deviates  to  the  side,  so  that  an  actual  scoliosis, 
elevation  of  one  shoulder  and  displacement  of  the  body,  results ; 
if  the  lumbar  region  is  involved  they  preferably  bend  backward, 
appearing  as  though  the  trunk  were  falling  over  backward.  The 
vertebral  column  is  at  the  same  time  kept  as  rigid  as  possible,  so 
that  the  gait  is  rather  stiff,  and  all  movements  that  might  produce 
pain  are  timidly  avoided.  If  active  motion  is  urged,  the  patient 
performs  it  with  the  back  in  an  extremely  rigid  posture.  In 
this  respect,  stooping  is  particularly  characteristic.  The  patient 
strongly  flexes  the  knee-  and  hip-  joints,  while  the  vertebral  col- 
umn is  held  straight.  In  this  position  he  endeavors,  for  example, 
to  reach  an  article  that  has  been  dropped  to  the  ground,  and  then 
raise  himself  by  first  keeping  the  knees  strongly  flexed,  resting 
the  hands  upon  the  thighs,  and  then,  with  alternating  supporting 
motions  along  the  thighs,  he  elevates  his  body  and  finally  ex- 
tends the  knee-joints. 

"If  the  children  are  induced  to  bend  the  vertebral  column 
forward,  then  motility  is  not,  as  is  usually  the  case,  participated 
in  by  the  entire  vertebral  column  by  divergence  of  the  spinous 
processes,  but  motion  takes  place  in  the  healthy  sections  only, 
while  the  spinous  processes  of  the  diseased  vertebrae  remain  fixed 
against  one  another.  This  rigid  muscular  fixation  of  the  body 
often  suffices  for  the  diagnosis  of  cases  in  which  pain  is  some- 
times absent.  The  pain  can  readily  be  produced  artificially  by 
the  physician,  naturally  in  the  most  careful  manner.  Gentle 
touching  of  the  spinous  processes  with  the  fingers  or  with  a 
sponge  dipped  in  hot  water  often  suffices.  A  fine  diagnostic 
means  is  also  the  electric  current.  The  cathode  is  placed  upon 
the  epigastrium,  while  a  large,  soft  sponge  electrode,  as  the  anode, 
is  passed  slowly  and  uniformly  over  the  spinous  processes,  when 
distinct  pain  is  elicited  over  the  diseased  spots.     A  mild  current 
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should  be  used.  The  utmost  that  should  ever  be  attempted  in 
eliciting  pain  is  sharply  to  percuss  with  the  finger-tips  over  the 
suspicious  spots. 

"  By  observing  these  rules  spondylitis  can  without  difficulty 
be  recognized  even  in  its  earliest  stage.  It  is  to  be  differentiated 
from,  for  example,  simple  '  growing  pain '  by  the  absence  of  spinal 
fixation  and  by  the  subsidence  of  the  pain  after  light  gymnastics 
of  the  vertebral  column.  It  may  be  mistaken  also  for  rheumatic 
arthritis  of  the  small  articulations  of  the  vertebra,  which  often 
attacks  children,  but  in  this  disease  the  pain  usually  sets  in  sud- 
denly with  fever,  is  generally  unilateral,  leads  to  sloping  of  the 
body,  and,  finally,  is  located  at  the  level  of  the  articular  processes, 
but  not  in  the  spinous  processes.  It  can  be  differentiated  also 
from  painful  rachitic  kyphosis,  inasmuch  as  the  latter  is  usually 
an  arched  curvature,  while  that  of  lumbar  spondylitis  is  angular. 
If  a  child  with  spondylitis  be  placed  upon  the  abdomen,  its  legs 
grasped  with  the  hand  and  gently  elevated,  the  whole  body  rises ; 
if  the  same  manipulation  is  carried  out  in  rachitis,  the  trunk  re- 
mains stationary,  while  the  pelvis  ascends,  thus  permitting  the 
production  of  lumbar  lordosis." 

The  PROGNOSIS  of  spondylitis  is  not  very  brilliant,  because 
it  is  impossible  to  predict  with  any  degree  of  certainty  whether 
the  course  of  the  case  in  question  will  be  arrested  or  not.  It 
generally  depends  upon  heredity,  which  plays  an  important  part 
in  the  etiology  of  spondylitis.  In  patients  whose  parents  were 
tuberculous,  spondylitis  usually  appears  in  grave  form.  It  also 
depends  upon  the  general  condition  of  the  child.  If  the  condi- 
tion is  good  in  the  beginning  and  if  the  disease  is  limited  to  the 
vertebrae,  the  prognosis  is  more  favorable.  The  prognosis  de- 
pends chiefly  upon  the  stage  in  which  the  disease  is  found  on  in- 
auguration of  the  treatment.  The  earlier  the  treatment,  the  bet- 
ter the  prognosis.  In  the  presence  of  abscesses,  fistulae,  and 
symptoms  in  the  spinal  cord  the  prognosis  gradually  grows 
worse,  although  even  then  surprisingly  good  results  are  some- 
times obtained  under  suitable  treatment. 

The  TREATMENT  must  embrace,  aside  from  general  atten- 
tion to  the  underlying  disease  (good  air  and  nutrition,  codliver- 
oil,  iron,  etc.),  rest  and  fixation  of  the  vertebral  column  and 
relief  from  body-pressure.     These  indications  are  usually  satis- 
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factorily  met  by  the  so-called  plaster-of-Paris  bed  (q^v.),  which 
is  at  present  generally  employed  and  preferable  to  the  former 
methods  of  treatment  (Sayre's  corset,  Rauchfuss's  suspension 
apparatus,  Phelps's  extension  bed,  etc.),  as  it  is  simple  and  con- 
venient. Furthermore,  the  child  is  not  compelled  to  remain 
indoors  all  the  time,  but,  on  the  contrary,  is  afforded  ample  op- 
portunity to  enjoy  outdoor  air.  While  the  child  is  in  the  plaster- 
of-Paris  bed  the  pain  is  considerably  mitigated,  the  vertebral 
column  fixed  and  unburdened,  and  sleep  and  nutrition  improved. 
In  this  manner  improvements  and  cures  are  obtained  in  a  great 
number  of  cases.  The  question  as  to  how  long  the  child  should 
remain  in  the  plaster-of-Paris  bed  depends  entirely  upon  the  in- 
dividual case.  The  period  of  time  should  be  at  least  several  weeks, 
followed  by  wearing  of  a  supporting  corset  made  of  stiff  material, 
such  as  starched  muslin  or  cellulose.  Metastatic  abscesses  are 
best  left  untouched,  as  they  often  disappear  spontaneously  with 
improvement  of  the  underlying  disease.  If  this  is  not  the  case, 
puncture  should  be  made,  followed  by  injection  of  from  30  to  50 
grams  of  iodoform-glycerin  solution  (1  to  15).  If  they  recur, 
Billroth's  method  should  be  resorted  to:  the  abscess  is  freely 
incised,  its  walls  are  well  cleansed  with  iodoform  tampons, 
washed  with  boric  acid  solution,  and  filled  with  from  30  to  50 
grams  of  iodoform-glycerin.  The  wound  is  then  sewed  up  and 
protected  by  a  pressure  bandage.  As  a  last  resort,  since  it  is  diffi- 
cult to  keep  the  wound  sterile,  and  septic  processes  are  not  rare, 
recourse  should  be  had  to  free  incision  and  iodoform  packing. 
At  the  present  day  no  one  hesitates  to  attack  even  the  diseased 
focus  itself  and  to  resect  and  curette  it.  In  this  manner  good 
results  are  sometimes  obtained  if  the  seat  of  spondylitis  is  super- 
ficial. I'ntil  Calot  recently  ventured  this  hazardous  task  (see 
"Gibbus"),  the  gibbus  was  considered  as  noli  me  tangere. 

Gibbus,  Pott's  Hump  [Kyphosis]. — In  every  case  of  spon- 
dylitis (q.v.)  a  gibbus  develops  as  a  result  of  crumbling  of  the 
carious  vertebrae.  Its  formation  is  sometimes  obviated  by  early 
and  careful  treatment  (see  "Plaster-of-Paris  Bed")  ;  but  pre- 
ventive treatment  is  generally  too  late,  for  the  gibbus  is  there. 
Until  recently  no  one  ventured  energetically  to  attack  it  even 
in  the  later  stages,  under  the  impression  that  any  surgical  inter- 
ference would  prove  hazardous.     It  was  left  to  the  courage  of 
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Calot  to  remove  the  gibbus  by  brusques  redressement  by  directly 
breaking  the  spinal  column.  After  forcible  extension  of  the  spi- 
nal column  he  powerfully  pushed  the  gibbus  directly  inward,  and 
endeavored  to  retain  the  corrected  position  by  a  very  carefully 
applied  circular  plaster  bandage  which  inclosed  the  body  from  the 
head  to  the  pelvis.  The  bandage  was  left  in  place  for  several 
months,  so  that  the  gap  produced  by  the  redressement  could 
ossify  in  the  meantime,  and  in  order  sufficiently  to  support  the 
straightened  vertebral  column.  Calot  was  successful.  German 
[and  other  surgeons]  also  tried  the  method  and  obtained  (Hoffa, 
Vulpius  [among  others])  very  good  results  in  fresh  and  as  yet 
yielding  cases.  Calot  succeeded  even  in  cases  of  from  four  to 
eight  years'  standing. 

Failures,  accidents,  and  even  fatal  results  (fourteen  or  more 
patients  died  during  narcosis,  from  shock,  compression  of  the  spi- 
nal cord,  or  rupture  of  blood-vessels,  pleura,  and  lungs,  etc.)  were 
soon  reported  here  and  there.  The  resulting  dangers,  such  as  ag- 
gravation of  old  abscesses,  generalization  of  the  tuberculosis, 
decubitus  owing  to  deficient  attention  to  the  skin  and  the  like, 
that  are  associated  with  such  redressement  and  the  consecutive 
bandaging,  became  better  known.  The  defects  produced  in  the 
bone  proved  very  large,  and  failed  to  close  by  ossification  in  so 
short  a  time  (especially  as  tuberculosis  is  such  an  eminently 
destructive  process),  and  recurrences  were  found  to  take  place. 
Doubt  then  arose  as  to  the  permanency  of  Calot's  result,  the 
original  enthusiasm  gradually  abated,  and  the  method  finally 
had  but  few  followei's.  Calot's  great  merit,  even  though  he 
exaggerated  it,  is  in  having  shown  that  there  is  no  need  of  such 
extreme  timidity  in  attempting  to  reduce  the  gibbus.  Indeed, 
he  gave  impetus  to  apparatus  and  methods  constructed  and 
evolved  with  the  object  forcibly  to  combat  the  gibbus  even  though 
not  so  briskly  as  Calot.  Thus,  Wolff  claims  (as  yet  uncertain) 
to  have  obtained  very  favorable  results  by  means  of  his  "Etap- 
penverland"  (q.v.).  Furthermore,  by  means  of  Calot's  circular 
bandage  the  gibbus  can  at  present  be  more  successfully  prevented 
than  was  formerly  the  case. 

Plaster-of -Paris  Bed. — The  plaster-of -Paris  bed  is  employed 
in  the  treatment  of  spondylitis  (q-v.),  and  is  at  present  consid- 
ered the  best  therapeutic  measure  in  this  condition.     It  not  only 
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immediately  relieves  pain,  but  it  often  prevents  the  development 
of  suppuration  and  gibbus  and  also  aids  in  bringing  about  nu- 
merous improvements  and  cures  even  in  advanced  stages  of  the 
disease.  The  plaster  bed  not  only  suitably  fixes,  extends,  and 
relieves  the  spinal  cord,  but  also  permits  the  patient  to  enjoy 
the  very  much  needed  fresh  air,  sleep,  and  appetite;  so  that 
his  nutrition  and  general  conditions  improve. 

The  construction  of  this  cheap  apparatus  is  as  follows :  The 
patient  is  placed  with  the  abdomen  upon  a  table  and  is  so  sup- 
ported with  pads  that  the  spinal  gibbus  hangs  free  and  is  thereby 
forced  in  a  position  resembling  lordosis.  The  whole  spine  is 
now  covered  with  a  thick  layer  of  wadding  (the  gibbus  receives  an 
extra  padding),  and  this  again  with  a  piece  of  gauze  free  from 
folds.  The  smoothed  plaster  bandages,  which  run  longitudi- 
nally and  diverge  from  the  vertex,  are  first  made  to  cover  the 
dorsal  surface.  This  is  followed  by  transverse  turns,  and  be- 
tween these  layers  (from  ten  to  twelve)  is  placed  a  frame  of 
chips  of  wood,  which  decussate  diagonally  and  are  thoroughly 
saturated  with  plaster  of  Paris.  The  framework  serves  as  a 
support,  which  is  especially  needed  at  the  points  of  transition 
from  the  head  to  the  spine.  After  the  plaster  has  hardened 
the  trough  is  lifted,  well  smoothed,  padded  with  cellular  texture 
and  wadding,  and  covered  by  a  sheet  or  diaper.  The  child  is  put 
in  this  trough  and  fixed  with  a  broad  bandage  like  a  mummy. 
To  facilitate  transportation  and  insure  better  fixation  Vulpius 
envelops  also  the  somewhat  straddled  legs  (by  additional  band- 
ages). The  patient  can  thus  be  carried  or  driven  outdoors. 
He  sleeps  in  the  plaster  bed  without  pain,  and  the  treatment  con- 
tinues day  and  night. 

Often,  particularly  in  diseases  of  the  neck  and  upper  portion 
of  the  dorsal  vertebrae,  where  the  trough  alone  is  not  sufficient  to 
fix  and  support  (as  in  compression  myelitis),  a  special  arrange- 
ment for  extension  is  required  for  some  time.  It  can  easily  be 
constructed  so  that  the  patient  is  placed  in  a  semi-upright  posi- 
tion, enabling  him  to  look  around,  play,  etc.  To  Glisson's  loop, 
which  is  attached  to  the  head,  a  weight  of  from  three  to  six  kilo- 
grams [six  to  twelve  pounds]  is  fastened  and  the  child  is  placed 
obliquely  upon  a  hard  mattress  in  such  a  manner  that  the  body- 
weight  provides  the  necessary  counterextension.     The  children 
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soon  learn  the  advantages  of  this  position  and  almost  without 
exception  rapidly  grow  accustomed  to  it.  If  they  become  im- 
patient and  desire  to  be  kept  permanently  in  an  upright  position 
it  tends  to  show  that  the  pain  has  entirely  subsided  and  that  re- 
covery has  so  far  advanced  that  the  time  for  ambulatory  treat- 
ment by  means  of  a  supporting  corset  has  arrived  and  that  the 
patient  may  at  least  temporarily  be  relieved  of  his  dungeon. 

In  disease^of  the  dorsal  vertebrae  (from  the  seventh  upward) 
another  apparatus  must  be  added  which  raises  the  head  and  ex- 
tends the  vertebral  column.  The  same  can  be  adjusted^  e.g.,  to 
the  starch-corset,  as  the  so-called  jury-mast,  in  the  shape  of  a  pos- 
terior splint,  the  lower  portion  of  which,  modeled  in  accordance 
with  the  cast  of  the  plaster  jacket,  is  intwined  between  the  layers 
of  the  starch  bandage.  Clean,  double-striped  starched  cotton 
gauze  folded  in  five  or  six  layers  forms  a  firm  and  at  the  same 
time  very  elastic  and  light  mass.  These  very  inexpensive  corsets 
remain  intact  for  from  eight  to  ten  months.  The  upper  portion 
of  the  splint  projects  in  the  form  of  an  arch  from  five  to  six 
centimeters  beyond  the  top  of  the  head.  To  this  arch  is  at- 
tached the  loop  which  encircles  the  head  of  the  child  under 
the  chin  and  occiput  and  pulls  the  head  upward.  In  caries  of 
the  cervical  vertebrae  a  strong  cravat  of  pasteboard  or  plastic 
felt  is  applied  which  is  supported  on  the  anterior  portion  of  the 
chest  and  shoulders  and  presses  the  chin  and  occiput  strongly 
upward. 

Etappenverband  [Bandaging  at  Interrupted  Sittings]. — 
J.  Wolff  demonstrated  the  feasibility  of  gradually  correcting 
bone-deformities  by  means  of  "functional  orthopedics"  instead 
of  application  of  force.  In  this  procedure  the  bony  portions  are 
spared  at  the  expense  of  the  soft  structures.  Every  effort  is  made 
to  place  the  deformed  bones  in  as  correct  and  static  position  pos- 
sible in  relation  one  to  another,  to  the  surface  of  the  deformed 
structures,  to  its  neighboring  limbs,  and  to  the  rest  of  the  body. 
This  is  accomplished  without  injury  to  the  bones  and  without 
excessive  pressure,  crushing,  or  breaking,  by  overcoming  the 
rigidity  of  the  soft  structures  or  reflex  muscular  spasm,  and  by 
utilization  of  the  normal  position  of  the  adjacent  parts  of  the 
body.  Of  course,  in  severe  cases  this  cannot  be  accomplished  at 
one  sitting,  but  requires  several  successive  and  gradually  more 


DISEASES  OF  THE  BONES  AND  MUSCLES.  397 

forcible  attempts  at  short  intervals,  by  means  of  the  so-called 
"Etappenverhand."  Wolff  has  successfully  employed  this  method 
in  very  severe  deformities  of  the  foot,  e.g.,  pes  varus,  in  spondy- 
litis, etc. 

Soap  Inunctions  in  the  treatment  of  tuberculosis  were  first 
recommended  by  Kapesser  and  Kollman.  In  the  last  twelve 
years  Hoffa  has  employed  it  with  very  satisfactory  results  in 
over  two  hundred  cases,  particularly  in  spondylitis;  tuberculosis 
of  the  hip-,  knee-,  foot-,  and  elbow-  joints ;  glandular  and  cuta- 
neous tuberculosis.  He  found  that  these  affections  yield  more 
readily  if  the  soap  inunctions  are  used  (in  conjunction  with  other 
therapeutic  measures).  The  general  condition  and  appetite  rap- 
idly improved  and  the  articular  swellings  subsided  more  readily, 
the  tistulae  closed  earlier,  etc.  Excellent  results  were  seen  by 
Hoffa,  particularly  in  multiple  tuberculous  affections  of  the  bones 
and  joints  in  greatly  debilitated  children.  Hoffa  saw  the  severest 
processes — e.g.,  very  severe  involvement  of  the  tarsal  bones — heal 
completely  under  this  treatment.  Of  course,  the  results  depend 
greatly  upon  the  preparation  used.  Soft  green  soap,  which  is 
kept  on  hand  in  drug-stores,  is  best.  Hoffa  usually  employs 
transparent  sapo  kalinus  (superfine  oil-soap  manufactured  by 
Duvernoy,  of  Stuttgart),  from  25  to  40  grams  to  be  rubbed 
in  with  a  sponge  or  the  palm  of  the  hand  two  or  three  times  a 
week  in  the  evening, — no  oftener  for  fear  of  eczema,  etc.  The 
neck,  back,  thighs,  and,  if  indicated,  also  along  the  flexors 
down  to  and  in  the  popliteal  space  are  the  best  places  for  the 
inunctions.  If  an  extremity  is  fixed  in  a  bandage  the  latter 
should  be  protected  against  wetting  during  rubbing  by  rubber 
tissue. 

In  spondylitis  the  corset  is  removed,  the  child  placed  upon 
the  abdomen,  the  soap  inunction  employed,  and  the  corset  reap- 
plied. The  soap  is  left  in  place  for  half  an  hour  and  then  re- 
moved with  a  sponge  and  water.  The  patient  should  remain 
in  bed  during  the  night  and  be  allowed  to  get  up  the  following 
day. 

Opinions  differ  as  to  the  mode  of  action  of  soap  inunctions. 
Kollman  believes  that  the  obnoxious  lactic  acid  of  the  body  is 
neutralized,  the  alkalescence  of  the  blood  improved,  and  in  conse- 
quence metabolism  increased.     Furthermore  the  latter  is   im- 
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proved  also  by  the  massage.  At  an}'-  rate,  the  good  effect  ob- 
tained is  beyond  dispute.  This  method  of  treatment,  in  con- 
junction with  other  therapeutic  measures,  is  also  exceedingly 
useful  in  scrofula. 

Scoliosis  is  a  lateral  curvature  of  the  spinal  column.  It  is 
a  very  frequent  anomaly,  which  may  be  due  to  various  etiological 
factors.  ■  Congenital  scoliosis  is  very  rare,  and,  as  a  rule,  is  asso- 
ciated with  other  deformities.  Quite  rare  also  are  traumatic 
scoliosis,  caused  by  injuries  to  the  vertebral  column  or  by  paraly- 
ses; cicatricial  scoliosis,  which  is  due  to  retraction  of  pleuritic 
cicatrices;  spondylitic  scoliosis  (kyphoscoliosis);  and  static 
scoliosis,  which  is  observed  in  congenital  shortening  of  one  lower 
extremity.  RacJiitic  scoliosis,  on  the  other  hand,  is  of  more  fre- 
quent occurrence.  The  latter  deformity  is  usually  encountered 
in  children  from  2  to  3  years  of  age,  and  becomes  rapidly  pro- 
nounced and  fixed,  offering  a  very  bad  prognosis.  As  a  result 
of  sitting  up  too  early  or  by  being  constantly  carried  on  one  side, 
a  deviation  of  the  soft  bones  from  the  straight  position  is  pro- 
duced. The  so-called  Jialitual  scoliosis,  which  usually  develops 
in  school  children,  is  most  frequent. 

An  inherited  or  acquired  disposition  manifested  by  atony 
of  the  tissues,  muscles,  bones,  etc.,  is  the  fundamental  cause  of 
the  extremely  frequent  disease,  while  the  injurious  influences  in 
school — faulty  construction  of  the  shelving,  seats,  bad  illumina- 
tion, improper  style  of  writing  (rectangular  current  handwrit- 
ing), uncorrected  eye-defects,  too  little  exercise — are  contribu- 
tory causes.  This  is  especially  the  case  with  girls,  who  make 
up  the  greater  number  of  the  cases  of  scoliosis,  inasmuch  as  they, 
in  addition  to  those  enumerated,  furnish  still  more  etiological 
factors — e.g.,  needlework  and  fancywork. 

Three  degrees  of  scoliosis  are  usually  observed:  1.  Faulty 
posture.  This  curvature  can  easily  be  corrected.  2.  A  higher 
degree  of  scoliosis  which  can  at  least  partially  be  corrected  by 
suspension.  3.  Fixed  scoliosis,  where  the  damage  done  is  irrep- 
arable. Furthermore,  the  scoliosis  may  be  total  or  partial 
(dorsal  scoliosis,  lumbar  scoliosis).  There  may  be  one,  two,  or 
three  spinal  curvatures  in  one  patient.  In  advanced  cases  of 
scoliosis  there  is  naturally  a  simultaneous  presence  of  consider- 
able deformitv  of  the  thorax,  which  may  cause  compression,  dis- 
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placement,  or  deformity  of  the  internal  organs, — heart  and 
lungs, — with  its  detrimental  consequences. 

Treatment  can  accomplish  but  little  as  long  as  the  unequal 
faulty  burdening  during  school  life  continues.  The  progress 
of  the  curvature  can,  however,  effectively  be  impeded  if  the 
scoliosis  is  detected  early.  The  school  physician  here  finds  a 
wide  field  of  useful  activity.  Correct  construction  of  the  shelv- 
ing seats,  suitable  style  of  writing  (perpendicular  writing), 
early  correction  of  eye-defects,  etc.,  are  the  prophylactic  factors 
deserving  of  special  consideration.  In  the  beginning  a  great 
deal  can  be  accomplished  by  massage,  practice  in  gymnastics, 
use  of  a  suitable  corset,  etc.  But  even  in  already  fixed  cases  of 
scoliosis  good  results,  at  least  partial  removal  of  the  deformity, 
are  at  present  obtained  by  orthopedic  measures.  The  treatment 
must,  of  course,  be  very  energetic  and  if  possible  carried  out  in 
an  ortlinpodic  institution. 

Coxitis  (Morbus  Coxarius,  Hip-joint  Disease)  is  a  very  fre- 
quent disease  in  children,  and,  as  a  rule,  is  tuberculous  in  nature. 
It  is  extremely  important  to  recognize  the  origin  of  the  disease, 
as  by  timely  interference  recovery  is  still  possible,  while  later, 
even  if  the  process  is  successfully  removed,  recovery  takes  place 
only  after  a  very  tedious  course,  and  the  leg,  owing  to  the  de- 
structive process,  loses  more  or  less  of  its  functions.  Indeed, 
even  this  is  rather  a  very  satisfactory  result,  for  quite  frequently 
the  disease  ends  fatally. 

Earely  coxitis  begins  as  an  acute  disease,  with  fever,  severe 
pain,  and  rapid  development  of  the  characteristic  abnormal  posi- 
tion and  function.  As  a  rule,  it  develops  slowly.  In  the  be- 
ginning the  child  pulls  or  drags  the  leg  along  but  slightly,  com- 
plains of  weakness  and  stiffness,  easily  tires,  and  the  gait  be- 
comes uncertain  after  prolonged  walking.  At  times  the  chil- 
dren play  quite  actively,  when  all  at  once  they  stop  and  "volun- 
tary limping  ^^  begins.  Sometimes  pain  may  be  absent  for 
months,  even  after  the  leg  has  become  shorter ;  so  that  the  child 
is  able  to  attend  school  without  apparent  discomfort.  As  a  rule, 
there  is  only  slight  and  vague  pain,  chiefly  in  the  evening, 
although  quite  severe  pain  is  sometimes  present.  Earely  pain 
in  the  knee  is  complained  of.  Sometimes  also  slight  rise  of 
temperature,  especially  in  the  evenings,  may  occuj;  but  nothing 
abnormal  is  as  yet  found  in  the  leg. 
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Thus  months  and  even  years  may  pass — ^with  exacerbations 
and  remissions  —  before  the  following  symptoms  are  noticed, 
although  in  some  cases  the  course  is  much  quicker:  The  pa- 
tient complains  of  severe  pain  in  the  knee,  which  is  not  exag- 
gerated by  pressure.  Many  hypotheses  have  been  advanced  to 
explain  the  localization  of  the  pain  in  the  knee,  and  one  of  them 
attributes  it  to  irritation  of  the  obturator  nerve.  The  gait 
becomes  gradually  worse  and  more  fatiguing,  the  limping  is 
more  distinct,  and  the  diseased  leg  is  held  very  rigid.  By 
an  exudation  into  the  joint  the  leg  assumes  a  pathognomonic 
position — i.e.^  flexion,  adduction,  and  supination.  The  ex- 
tremity is  fixed  in  this  position  by  muscular  contraction;  so 
that  it  yields  only  under  narcosis.  Sometimes  one  of  these 
positions  predominates,  while  the  others  are  less  marked.  Later, 
when  the  actual  destructive  processes  in  the  joint  and  surround- 
ing portions  begin,  just  the  opposite  occurs,  i.e.,  adduction  and 
pronation,  a  position  which  is  met  with  in  rare  cases  at  the 
beginning.  Lengthening  of  the  leg  is  also  soon  detected,  but  this 
elongation  is  only  apparent,  and  is  caused  by  displacement  of  th^ 
pelvis.  The  patient  instinctively  attempts  to  equalize  the  ab- 
normal position  by  displacing  the  pelvis,  and  by  lordosis  of  the 
lumbar  vertebrae,  to  bring  it  so  far  that  the  leg,  which  is  fixed 
at  the  hip-joint,  rests  upon  the  bed.  The  muscles  relax  during 
sleep,  the  leg  assumes  of  itself  another  position,  thus  giving  rise 
to  twitching  ["starting  pain'^]  of  the  diseased  leg,  which  so 
often  greatly  disturbs  sleep.  If  the  patient  is  placed  on  a  level 
bed,  the  lordosis  removed,  and  the  pelvis  directed  so  fhat  both 
anterior  superior  spines  rest  in  a  horizontal  line,  the  pathogno- 
monic position  previously  spoken  of  immediately  returns  and  the 
elongation  of  the  leg  disappears. 

Now  the  diseased  process  in  the  joint  continuously  pro- 
gresses. Sometimes  the  bones — ^head,  neck,  acetabulum  (which 
latter  gradually  becomes  wider,  "wanders^') — undergo  a  simple 
carious  destruction,  usually  associated  with  more  or  less  sup- 
puration. By  gradual  enlargement  of  the  parts,  these  processes 
become  soon  noticeable  from  the  outside,  sometimes  as  early  as 
the  first  few  months,  but  sometimes  not  for  years.  The  swelling 
is  at  first  very  diffuse  and  pasty ;  later  it  is  circumscribed,  form- 
ing an  elastic,  fluctuating  tumor.     This  process  is  usually  accom- 
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panied  by  fever,  but  not  necessarily  so,  for  even  large  abscesses 
may  develop  without  any  rise  in  temperature.  The  abscess  or 
abscesses  enlarge  rapidly  or  more  frequently  very  slowly,  so  that 
no  progress  is  noticeable  for  months;  they  open,  and  one  or  more 
fistulas  develop  upon  the  thigh,  buttocks,  and  deep  in  the  pel- 
vis (after  perforation  of  the  acetabulum),  which  may  also  prove 
extremely  refractory  to  treatment  and  break  repeatedly  for  years. 

After  the  disease  has  reached  this  stage  a  fatal  issue  from 
exhaustion,  amyloid  degeneration,  phthisis,  or  miliary  tu1)erculo- 
sis  can  no  longer  be  prevented.  Through  the  "wandering"  of 
the  acetabulum  and  destruction  of  the  other  bony  portions,  also 
through  the  distension  of  the  joint-capsule  by  an  enormous  ex- 
udation, displacements  within  the  joints  are  bound  to  follow, 
resulting  in  true  luxation,  and,  depending  upon  their  kind,  also 
shortening — the  destruction  of  the  hip-joint  is  not  manifest  by 
crepitation  or  abnormal  mobility,  but  chiefly  by  this  shortening — 
and  abnormal  positions  of  the  joint  and  the  extremity.  Even 
in  this  stage  of  the  disease  recovery  is  possible,  but,  in  view  of 
the  gradual  shrinking  of  the  surrounding  soft  structures,  only 
with  deformities — as  a  rule,  ankylosis  in  flexed  position.  This, 
however,  is  the  most  favorable  issue  of  the  disease.  Even  this 
is  entirely  unnecessary  if  timely  treatment  is  resorted  to. 

Indeed,  if  the  disease  is  immediately  and  energetically  at- 
tacked from  the  beginning, — four  to  six  weeks'  perfect  rest  in 
bed,  with  fixation  of  the  parts  with  plaster  of  Paris, — further 
spreading  of  the  process  can  usually  be  arrested.  x\lso  later  abso- 
lute fixation  of  the  joint  is  of  primary  importance  in  effecting  a 
cure.  If  objective  changes  are  already  discernible  in  the  diseased 
member,  then,  of  course,  extension  (four  to  five  pounds'  weight) 
must  be  resorted  to,  and  its  effect  is  very  soon  evident  by  cessa- 
tioi}  of  the  pain,  fever,  and  the  muscular  twitchings  at  night,  and 
improvement  in  sleep,  appetite,  nutrition,  etc.  The  question  as 
to  how  long  extension  is  to  be  continued  depends  upon  the  condi- 
tion of  the  case.  At  any  rate,  it  is  to  be  employed  for  weeks  or 
even  for  months  until  the  patient  is  able  to  walk  about  to  a 
certain  extent,  and  even  then  extension  should  be  continued 
by  means  of  an  apparatus  (Taylor's  is  the  best,  as  it  simultane- 
ously fixes  and  extends).  If  ambulatory  treatment  must  be 
resorted  to  from  the  beginning,  a  plaster-of -Paris  cast  from  the 


402  PEACTICAL  PEDIATRICS. 

toes  to  the  chest  serves  best.  With  such  measures  even  aggra- 
vated cases  do  well,  especially  if  the  general  health  (nutritious 
diet;,  fresh  air,  roborants,  guaiacol  carbonate,  ichthalbin,  etc.) 
is  not  neglected  and  if  medicinal  local  treatment,  by  iodoform 
injections,  is  instituted.^  In  fungous  neoplasms  the  injection 
is  made  usually  over  the  greater  trochanter  by  means  of  a  can- 
nula from  seven  to  nine  centimeters  long,  with  20  to  30  grams 
[3v-§j]  of  a  10-per-cent.  iodoform  emulsion  (see  ^^lodoform^^) . 
In  small  children  only  from  5  to  10  grams  [5i-ij]  should  be  in- 
jected, and,  therefore,  a  20-per-cent.  emulsion  must  be  used. 
Opened  abscesses  (only  such  as  are  very  acute,  large,  and  give 
a  great  deal  of  annoyance,  etc.,  are  to  be  opened)  are  filled  with 
from  20  to  40  grams  [3v-x]  of  the  former  emulsion.  Fistulas 
must  be  dilated  and  curetted,  and  iodoform  or  balsam  of  Peru 
(q-v.)  employed  to  hasten  healing.  Eadical  operations  (resec- 
tion) are  nowadays,  since  the  conservative  method  has  warm 
advocates,  rarely  resorted  to;  at  times,  however,  they  are  un- 
avoidable in  very  protracted  suppuration  and  extensive  de- 
struction. 

Luxatio  Coxae  Congenita  [Congenital  Dislocation  of  the 
Hip]  is  a  malformation  the  etiology  of  which  is  as  yet  obscure. 
The  anomaly  consists  of  the  acetabulum  being  either  barely  in- 
dicated (on  one  or,  not  rarely,  on  both  sides)  or,  at  most,  devel- 
oped in  rudimentary  form,  so  that  the  head  of  the  femur  rests 
neither  in  nor  upon  it,  but  is  dislocated  backward  and  upward. 
The  extremity  itself  is  perfectly  capable  of  performing  its  func- 
tions, has  no  pathognomonic  position,  is  free  from  pain,  but  ap- 


^  Eecently  Halm,  of  Mainz,  obtained  better  results  than  from 
iodoform  by  the  use  of  formalin-glycerin  (1  to  3  per  cent.)  in  surgical 
tuberculosis — especially  coxitis  and  gonitis,  notably  after  formation  of 
abscess  cavities — and  abscesses  (hypostatic  abscesses).  After  evacuat- 
ing the  pus  by  means  of  an  aspirating  syringe  and  cleansing  the  abscess 
cavity  with  boric  acid  solution  (withdrawing  the  same  again)  a 
quantity  of  freshly  prepared  formalin-glycerin  equal  to  one-third  or 
one-half  of  the  amount  of  evacuated  pus  is  injected.  The  joint  is  then 
fixed.  A  more  or  less  severe  reaction  follows,  consisting  of  swelling 
and  often  fever,  which,  however,  disappears,  within  a  few  days.  This 
procedure  is  repeated  in  two  weeks,  if  the  exudation  has  not  disappeared 
in  the  meantime  (which  often  occurs  after  one  injection!).  Recovery 
often  takes  place  rapidly  with  faultless  function. 
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pears  shorter  than  the  other.  The  patient  limps  and  inclines 
the  body  toward  the  diseased  side.  In  bilateral  congenital  dis- 
location the  gait  is  waddling — the  so-called  "duck  gait."  On 
standing  there  is  marked  lordosis  of  the  lumbar  region  (in 
the  unilateral  variety  also  scoliosis)  and  increased  inclination 
of  the  pelvis.  Both  symptoms  are  more  marked  in  bilateral 
dislocation.  The  buttocks  project  prominently  backward 
and  appear  broadened  on  the  top.  Under  the  crests  of  the 
ilium  roundish  protuberances  are  seen.  In  unilateral  disloca- 
tion the  buttocks  are  flat  on  the  diseased  side.  The  abdomen 
hangs  prominently  forward.  The  diagnosis  is  therefore  usually 
not  difficult.  In  order  to  confirm  the  diagnosis  it  must  be  estab- 
lished that  the  head  of  the  femur  is  actually  outside  of  the  ace- 
tabulum. The  patient  is  placed  on  the  back;  the  leg  is  bent 
rectangularly,  strongly  abducted,  and  then  rolled  inwardly,  while 
the  head  of  the  femur  is  felt  deeply  beneath  the  gluteal  muscles. 
On  rolling  the  leg  the  round,  smooth  head  of  the  femur  is  felt  to 
roll  with  it.  Early  recognition  of  the  disease  is  very  important, 
because  the  treatment  is  much  more  simple  and  effective,  the 
earlier  it  is  begun. 

Congenital  luxation  of  the  hip  was  generally  considered  an 
incurable  disease.  And  it  is  only  recently  that  a  successful  be- 
ginning with  a  bloody  or  bloodless  method  of  treatment  was 
made.  For  some  time  the  bloody  method  as  practiced  especially 
by  Lorenz  was  much  used,  and,  indeed,  often  with  excellent  re- 
sults. It  consists  of  opening  the  joint  by  a  very  small  incision 
(care  being  taken  to  spare  all  muscular  insertions)  and  fixation 
of  the  replaced  head  of  the  femur  in  the  artificially  deepened 
acetabulum.  As  this  method  has  not  proved  free  from  danger 
and  has  several  disadvantages,  it  was  sought  to  obtain  better 
results  by  a  bloodless  method.  Nowadays  the  methods  of 
Schede,  Mikulicz,  Hoffa,  and  Lorenz  have,  especially  in  young 
children  (see  further),  proved  so  effective  that  it  is  possible  to 
cure  a  great  number  of  cases  of  unilateral  and  also  of  bilateral 
luxation.  While  Hoffa  and  Lorenz  endeavor  to  bring  the 
femoral  head  into  the  niveau  of  the  acetabulum  with  great 
force,  Schede  and  Mikulicz  prefer  to  do  it  gradually.  Schede 
has  invented  an  apparatus  by  means  of  which  it  is  possible 
gradually  to  bring  down  the  femoral  head,  and  recently  Mikulicz 
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perfected  his  method  of  treatment  so  that  it  is  also  effective  in 
bilateral  dislocation.  By  means  of  an  apparatus  the  leg  is  fixed 
in  an  extended,  abducted,  and  outwardly  rotated  position  and 
gradually  brought  in  front  of  the  entrance  of  the  acetabulum 
and  then,  after  the  existing  resistances  have  gradually  sub- 
sided, the  head  of  -the  femur  is  pushed  into  the  rudimentary 
acetabulum.  The  treatment  lasts  from  eight  to  twelve  months. 
In  children  under  3  years  of  age  this  method  is  sufficient.  The 
patients  remain  in  the  apparatus  from  eight  to  ten  hours  out 
of  twenty-four,  and  are  able  to  be  about  during  the  day.  In 
older  children  the  treatment  is  aided  by  other  orthopedic  meas- 
ures. 

[With  these  procedures  Lorenz's  '^  functional  weight-hearing 
method''  is  at  present  strongly  competing. 

Limits  of  Age. — With  the  experience  of  over  one  thousand 
cases,  Lorenz  has  arrived  at  the  conclusion  that  in  unilateral 
cases  the  average  age-limit  for  successful  treatment  is  from  9 
to  10  3^ears,  and  in  bilateral  cases  from  6  to  7  years.  These 
limits  have  frequently  been  exceeded,  and  after  prolonged  treat- 
ment by  weight-extension  and  tenotomies  cases  that  at  first  ap- 
pear to  be  unpromising  may  sometimes  be  successfully  dealt 
with. 

The  Operation. — Manipulation  and  manual  force  only  are 
used. 

Stage  1. — The  first  step  after  the  patient  is  anesthetized  is 
to  overcome  the  resistance  of  the  adductor  muscles  of  the  thigh. 
For  this  purpose  the  operator  forcibly  abducts  the  limb  while 
an  assistant  steadies  the  pelvis;  this  causes  the  inner  edge  and 
tendon  of  the  adductor  longus  to  stand  out  like  a  bowstring 
close  under  the  skin.  Keeping  the  parts  thus  on  the  stretch, 
the  operator,  by  repeated  "  hacking  ^^  strokes  made  with  the 
ulnar  border  of  the  hand  at  a  point  a  little  below  the  attach- 
ment of  the  muscles  to  the  pelvis,  produces  a  subcutaneous 
division,  not  only  of  the  whole  of  the  adductor  longus,  but  also 
of  parts  of  the  deeper-ljdng  adductors.  At  the  completion  of 
this  stage  of  the  operation  the  adductors  no  longer  project 
under  the  skin;  even  in  complete  abduction  there  is  no  longer 
any  muscular  ridge,  but,  instead  of  this,  a  flat  surface  of  muscle 
over  which  a  loose  fold  of  skin  can  readily  be  pinched  up. 
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Stage  2. — The  contracted  muscles  on  the  posterior  aspect 
of  the  joint  are  stretched  by  forcibly  flexing  the  hip.  In  doing 
this  the  knee  is  kept  extended,  and  the  limb  is  bent  upon  the 
trunk  with  intermittent  movements  of  a  swinging  character, 
until  the  foot  can  be  carried  up  to  the  shoulder. 

Stage  3. — The  patient  is  now  turned  over  and  the  muscles 
on  the  front  of  the  hip-joint  are  forcibly  stretched  by  producing 
successive  movements  of  hyperextension  of  the  hip  with  the 
knee  fully  flexed.  At  the  end  of  this  stage  the  heel  can  be  made 
to  touch  the  buttocks.  All  these  movements  are  repeated  in 
turn  until  complete  flaccidity  of  the  muscles  is  effected.  In 
order  to  test  when  sufficient  stretching  has  been  produced, 
downward  traction  is  made  on  the  limb  to  see  whether  the  head 
of  the  bone  comes  down,  as  evidenced  by  the  trochanter  being 
brought  to  the  level  of,  or  below,  Nelaton's  line.  In  older  chil- 
dren this  part  of  the  operation  is  facilitated  by  preliminary 
manipulations  of  the  same  kind  made  a  few  days  before,  aided, 
if  necessary,  by  subcutaneous  section  of  the  muscles  (tensor 
fascias  femoris,  anterior  part  of  the  gluteus  medius,  etc.)  spring- 
ing from  the  neighborhood  of  the  anterior  superior  spine  of  the 
ilium  and  by  subcutaneous  section  of  the  hamstrings. 

Stage  Jf.  Bedudion  of  the  Dislocation.  —  This  important 
step,  for  which  the  previous  stages  are  preparatory^,  is  begun  by 
completely  flexing  the  hip,  the  knee  being  bent  to  a  right 
angle,  and  the  thigh  slightly  rotated  inward.  A  padded  wedge 
may  now  be  placed  beliind  the  pelvis.  The  flexed  limb  is  then 
fully  abducted — i.e.,  so  that  the  thigh  forms  nearly  a  right  angle 
with  the  side  of  the  trunk,  and  the  knee  and  foot  are  in  a 
frontal  plane  posterior  to  the  mesial  frontal  plane.  As  this 
movement  is  being  concluded,  the  head  of  the  bone  can  be  felt 
by  the  operator  to  clear  an  obstacle;  this  is  the  movement  of 
^'  reduction  ^'  when  the  head  passes  forward  over  the  posterior 
border  of  the  acetabulum.  A  sound  of  reduction  of  varying 
loudness  is  also  usually  heard.  Before  the  reduction  there  is  an 
unnatural  hollowness  of  Scarpa's  triangle,  but  as  soon  as  re- 
duction has  been  accomplished  the  head  of  the  femur  occupies 
its  normal  position  and  pushes  forward  the  psoas  and  other  soft 
parts,  thus  filling  up  the  hollow.  Another  valuable  sign  of  this 
reduction  is  demonstrated  by  Lorenz;    this  consists  in  a  rigid 
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flexion  of  the  knee,  which  appears  when  the  head  of  the  hone 
passes  into  or  over  the  acetabulnm,  and  disappears  when  the 
dislocation  is  reproduced  by  addncting  the  limb.  The  actual 
reduction  is  brought  about  by  forced  abduction. 

8tage  5. — The  next  procedure  aims  at  stretching  the  an- 
terior fibers  of  the  capsular  ligament.  For  this  purpose  the 
pelvis  is  raised  on  a  support — e.g.,  a  sandbag  or  a  padded  wedge 
— and  held  firm,  while  the  operator  intermittently  strains  the 
abducted  limb  into  a  marked  degree  of  hyperextension.  When 
once  the  reduction  has  been  effected,  the  tension  of  the  muscles 
and  other  soft  parts  assists  in  retaining  the  head  of  the  femur 
in  its  place  and  in  promoting  functionally  the  deepening  of  the 
acetabulum. 

Stage  6. — The  application  of  the  plaster-of -Paris  apparatus 
follows :  The  first  step  is  to  raise  the  patient,  the  sacrum  resting 
on  a  small  padded  plate  supported  on  a  crutch  about  seven 
inches  high  fixed  at  the  end  of  the  table,  while  the  shoulders 
rest  on  a  padded  box  or  other  support  of  about  the  same  height. 
The  limb  or,  if  both  joints  have  been  operated  on,  limbs  are 
held.  A  pair  of  woven  woolen  drawers  without  buttons  are  put 
on  and  an  ordinary  calico  bandage  is  drawn  between  the  skin 
and  the  drawers  on  each  side  that  has  been  operated  on.  Next, 
an  ample  covering  of  common  (dressmakers')  wadding,  cut  into 
bandages,  is  applied,  so  as  to  envelop  the  lower  part  of  the  ab- 
domen and  the  whole  of  the  pelvic  region,  and  to  cover  the 
thigh  (or  thighs,  if  both  hips  have  been  operated  on)  to  a  point 
just  below  the  knee.  Separate  additional  pads  of  wadding  are 
placed  below  each  anterior  superior  spine  and  above  each  inter- 
nal femoral  condyle.  This  investment  of  wadding  is  then  com- 
pletely and  evenly  covered  in  with  several  layers  of  calico  band- 
ages. The  plaster-of -Paris  bandages  are  then  applied  over  the 
whole  area  previously  covered  by  the  wadding,  etc.  A  consid- 
erable number  (about  twenty-five)  bandages  are  used  for  a  case 
of  double,  and  about  fourteen  for  a  single,  dislocation.  When 
the  plaster  is  dry  the  drawers  are  cut  and  turned  back  to  cover 
the  plaster  case.  The  bandages  that  were  placed  between  the 
patient's  skin  and  the  drawers  are  used  for  daily  friction  of  the 
skin,  which  can  be  thus  kept  clean  and  healthy  for  a  long  time. 
A  thin  towel  is  placed  between  the  skin  and  the  plaster  case  in 
front  and  behind. 
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The  New  Features  in  the  Operation. — The  most  im- 
portant is  the  complete  severance  of  the  adductor  longns,  etc. 
This  is  produced  not  by  any  rude  violence,  but  by  systematic 
hand  strokes.  A  very  remarkable  phenomenon  to  witness  is  the 
complete  disappearance  of  the  adductor  ridge.  Without  this 
the  hyperextended  position  of  the  limbs  cannot  be  produced. 

The  extent  of  the  area  covered  by  the  plaster-of -Paris  ap- 
paratus is  much  smaller  than  formerly,  when  it  was  thought 
necessary  to  envelop  the  trunk  as  high  as  the  lower  ribs  and  to 
include  the  knee  and  even  the  leg  and  foot. 

The  Effect  upon  the  Patients. — The  limb  is  lengthened 
so  that  the  skin  of  the  groins  often  shows  superficial  cracks. 
The  alteration  in  the  relation  of  the  parts  is  so  great  that  for 
some  days  after  the  operation  the  muscular  sense  is  at  fault, 
and  if  requested  to  put  the  hand  upon  the  knees  the  child  puts 
the  hands  where  the  knees  "  ought  to  be  '^ — i.e.,  in  the  middle 
line. 

The  After-treatment. — Lorenz-  now  recommends  that 
the  plaster  casing  be  left  untouched  for  six  months.  Where 
only  one  hip  has  been  operated  upon  the  patient  is  allowed 
to  walk,  the  boot  on  the  side  of  the  operation  being  raised 
from  one  and  one-half  to  two  inches.  Where  both  hips  are 
involved,  the  patient  can  stand  by  holding  a  staff  in  the 
hand  and  can  hop  sideways  in  either  direction,  or  can  sit  on  a 
small  wheeled  seat,  which  is  moved  by  the  feet.  In  both  uni- 
lateral and  bilateral  cases  daily  passive  and  active  extension 
movements  are  practiced  at  the  knees  to  overcome  the  rigid 
flexion  of  the  knee  mentioned  before  as  a  sign  of  reduction  of 
the  dislocation.  After  the  plaster  casing  is  removed  at  the  end 
of  six  months  the  glutei  muscles  are  considerably  wasted  and 
require  daily  massage  until  they  have  sufficiently  recovered. 
It  is  after  removal  of  the  plaster  case  that  the  really  anxious 
part  of  the  after-treatment  begins.  Passive  and  active  move- 
ments at  the  hip  are  to  be  carried  out.  For  some  time  these 
must  be  limited  to  adduction  and  abduction,  with  rotation, 
flexion,  and  extension  being  avoided  until  all  danger  of  redislo- 
cation  is  passed.  At  night  a  square  cushion  should  be  placed 
between  the  legs  to  maintain  the  position  of  abduction.  In 
unilateral  cases,  after  removal  of  the  plaster  casing,  abduction 
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during  walking  is  maintained  by  raising  the  boot  on  the  sound 
side.  The  whole  course  of  treatment  varies  from  one  to  two 
years.^ — Sheffield.] 

Lorenz  believed  that  these  favorable  results  were  due  to 
aetnal  gradual  shaping  of  the  acetabulum^  which  permanently 
retained  the  femoral  head.  The  Eoentgen  rays,  however,  now 
prove  that  this  is  but  rarely  the  case,  and  that  the  head  is  later 
reluxated,  but  anteriorly  instead  of  posteriorly,  where  it  seeks 
and  finds  a  firm  support  in  the  pelvis.  An  anatomical  cure,  as 
Lorenz  hoped  for,  does  not,  as  a  rule,  take  place.  But  this  is 
immaterial,  for  the  functional  results  usually  meet  all  expecta- 
tions. Hoffa  proceeds  almost  in  the  same  manner,  but  he  fixes 
with  internal  instead  of  external  rotation,  keeps  the  patients  in 
plaster  of  Paris  only  a  few  weeks  and  then  in  a  modified  Miku- 
licz apparatus.  Lorenz  has  entirely  given  up  his  bloody  opera- 
tion, which  carries  with  it  considerable  danger  of  sepsis  and  is 
apt  to  give  rise  to  ankylosis  (which  latter  is  a  very  unfortunate 
occurrence  in  bilateral  congenital  dislocation  of  the  hip)  and  to 
arrest  the  growth  of  the  pelvis  owing  to  injury  to  the  cartilage. 

Unfortunately,  however,  even  the  bloodless  operation  is 
free  from  danger  only  up  to  a  certain  age.  In  cases  operated 
upon  above  the  age-limit  contusions  of  the  soft  structures,  frac- 
tures at  the  femoral  neck,  paralysis  of  the  sciatic  and  crural 
nerves,  and  even  gangrene  of  the  legs  are  observed.  If  the  chil- 
dren are  too  old  for  this  method,  the  bloody  method  is  the  only 
thing  left.  But  even  here  Lorenz  deprecates  the  bloody  method 
of  deepening  the  acetabulum,  and  presently  experiments  Avith  a 
combination  of  both :  opening  of  the  joint,  and  the  "  functional 
weight-bearing  method  of  reduction.^^  It  is  to  be  hoped  that 
this  combination  will  prove  successful  and  free  from  danger 
also  in  older  patients.  The  latter  procedure  will  also  have  to 
be  employed  in  cases  where,  owing  to  anatomical  impediments 
{e.g.,  thickening  of  the  ligamentum  teres),  the  bloodless  method 
alone  fails. 

Coxa  Vara  is  a  peculiar  alteration  in  the  hip-joint  consist- 
ing of  a  curvature  of  the  neck  of  the  femur  downward,  Avith 
diminution  of  the  angle  of  inclination.  Objective  signs:  eleva- 
tion and  prominence  of  the  trochanter,  shortening  of  the  leg, 

^Abbreviated  from  J.  J.  Clarke,  of  London. 
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abolition  of  abduction,  and  limitation  of  rotation  (especially 
outward).  The  patients  usually  between  13  and  18  years  of 
age,  more  rarely  between  2  and- 12  years,  limp  and  complain 
of  pain  in  the  hip  and  at  times  also  in  the  knee.  Owing  to  this 
pain  and  limping  and  to  shortening  of  the  leg,  the  condition  is 
fre(|uently  mistaken  for  coxitis.  It  is  apparently  a  "weight- 
bearing  ^'  deformity  that  is  dealt  with  here,  due  to  a  patho- 
logical yielding  of  the  bones  (late  rachitis  ?). 

The  treatment,  which  in  the  beginning  consists  of  rest 
in  bed  and  of  extension  of  the  limb,  is  quite  powerless.  In 
severe  cases  operative  interference  (osteotomy,  resection)  must 
be  resorted  to.  There  seems  to  be  also  a  congenital  form  of  coxa 
vara.  Kredel  observed  two  such  cases  (one  unilateral  and  one 
bilateral).  Both  were  associated  with  other  deformities  (genu 
valgum  and  clubfoot  of  the  same  side  or  of  both  sides).  He  be- 
lieves that  the  trouble  develops  within  the  uterus  (perhaps 
owing  to  lack  of  space)  through  forced  and  prolonged  abduc- 
tion of  the  extremities  independently  of  rachitis.  At  all  events 
this  condition  is  not  identical  with  rachitic  curvatures  of  the 
neck  of  the  femur  observed  in  sucklings,  the  chief  group  of 
which  is  sketched  by  Schede  in  the  following  manner:  "The 
children  lie  in  bed  like  decapitated  frogs  with  the  legs  rotated 
outward.  All  or  a  great  number  of  them  are  unable  to  rotate 
the  legs  inward  or  to  place  the  patella  anteriorly,  but  maintain 
some  power  of  rotation  outward.  When  they  sit  down  they  do 
it  like  Turks,  with  crossed  legs."  In  the  majority  of  rachitic 
infants  Kredel  found  limited  internal  rotation,  increased  ex- 
ternal rotation,  and,  in  contradistinction  to  coxa  vara,  increased 
power  of  abduction.  In  his  two  cases  there  was  pronounced  limi- 
tation of  the  power  of  abduction.  He  thinks  that  the  deformity 
in  young  infants  is  frequently  overlooked,  owing  to  the  coex- 
istence of  other  more  important  deformities. 

Genu  Valgum  (Knock-knees,  "X-"  or  "Baeckerbein"). — 
That  deformity  of  the  knee-joint  which  is  visible  on  extension 
and  disappears  on  flexion  and  in  which  the  bones  at  the  knee 
form  an  angle  opening  outward,  while  those  at  the  ankle  of  the 
leg  and  foot  are  smiultaneously  turned  outward  [the  legs  di- 
verge] is  due  to  the  fact  that  the  genu  epiph3^ses  of  the  femur 
and  tibia  are  set  obliquely  upon  the  diaphyses.     The  abnormal 
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obliquity  is  located  at  the  diaphyseal  ends.  The  fault  lies  in 
the  disproportionate  growth  of  the  bone:  the  latter  grows 
longer  centrally,  and,  therefore,  becomes  oblique  at  the  epiphy- 
sis. The  real  cause  of  this  process,  however,  usually  is  rachitis, 
and  genu  valgum  develops  as  soon  as  the  children  make  the  first 
attempt  to  walk.  Sometimes  the  deformity  does  not  develop 
until  longitudinal  growth  is  strongest  and  new  exuberances 
have  established  themselves  at  the  epiphyseal  cartilages — e.g., 
in  half -grown  children,  especially  in  baker  and  waiter  appren- 
tices, store  clerks,  etc.,  young  people  who  must  stand  long 
upon  their  feet,  when  the  continuous  burdening  contributes 
toward  the  full  development  of  the  deformity.  Much  can  yet 
be  accomplished,  especially  in  small  children,  toward  gradually 
straightening  the  bones  by  means  of  orthopedic  apparatus 
(Mikulicz's  plaster-of -Paris  bandage  with  elastic  pulleys).  Good 
results  are  later  obtained  by  '^hrisement  force''  by  means  of 
Lorenz's  osteoclasts.  It  is  very  rarely  necessary  to  resort  to 
bloody  operations,  such  as  linear  osteotomy,  after  Macewen. 
[In  mild,  rickety  cases,  keeping  the  child  entirely  off  its  legs, 
the  application  of  light  splints,  and  the  internal  use  of  appro- 
priate antirachitic  food  and  drugs  will  generally  effect  a  cure. — 
Sheffield.] 

Genu  Varum  (Bowlegs,  "  0-Bein  ")  is  a  deformity  the  op- 
posite •  to  genu  valgum  and  always  rachitic  in  nature.  The 
anomaly  is  caused  by  a  curvature  of  the  epiphysis  of  the  tibia, 
and  may  be  corrected  in  a  manner  similar  to  that  employed  in 
genu  valgum. 

Pes  [Talipes]  Varus  (Clubfoot)  is  one  of  the  most  frequent 
congenital  malformations.  It  is  usually  bilateral.  The  foot 
appears  inverted,  the  inner  side  is  directed  upward,  the  external 
downward,  the  dorsal  side  anteriorly,  and  the  plantar  back- 
ward. The  foot  is  fixed  in  this  position  and  can  be  corrected 
only  with  force — by  operative  interference.  Quite  extensive 
operations  have  been  performed  for  this  purpose  (keilosteotomy, 
talus  extirpation,  etc.).  Phelps's  operation,  which  has  the  ma- 
jority of  adherents,  is  based  upon  free  division  of  the  soft  struc- 
tures. Phelps  divides  the  skin  of  the  edge  of  the  foot  and  then 
one  after  another  all  tense  structures,  the  points  of  resistance 
of  which  are  rendered  visible  by  correction.    It  was  gradually 
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learned  from  experience  that  all  operations  are  useless  unless 
followed  by  careful  orthopedic  after-treatment,  that  the  latter 
is  the  essential  part  of  the  treatment,  and  that  strictly  ortho- 
pedic treatment  is  sufficient,  even  in  the  oldest  and  worst  cases 
of  clubfoot.  Thus,  in  the  last  ten  years,  Hoffa  has  cured  every 
case  of  pes  varus  by  orthopedic  measures  without  operation. 
At  the  present  day  Hoffa's  method  of  treatment  is  probably  the 
most  generally  practiced;  it  will  therefore  be  described  in  de- 
tail. The  treatment  should  be  undertaken  as  early  as  possible. 
As  soon  as  the  newly  born  child  is  found  to  be  viable,  grad- 
ual correction  of  the  clubfoot  should  be  inaugurated — i.e.,  first 
the  abduction,  next  supination,  and  last  plantar  flexion  posi- 
tion. This  orthopedic  procedure  consists  chiefly  of  systematic 
reduction  movements.  The  lower  part  of  the  leg  is  fixed  with 
one  hand  and  the  foot  pronated  and  abducted  with  the  other; 
or,  if  the  tarsus  is  strongly  bent,  the  ankle  and  the  calcaneus 
are  grasped  with  one  hand  and  the  toes  with  the  other,  and  the 
foot  bent  upward.  The  flexed  foot  is  finally  forced  as  much  as 
possible  into  dorsal  flexion  position.  This  is  done  twice  daily, 
followed  by  light  massage  of  the  muscles  of  the  upper  and  lower 
part  of  the  leg.  During  the  time  when  the  leg  is  neither  mas- 
saged nor  manipulated  the  foot  must  be  kept  in  as  normal  a 
position  possible.  The  end  of  an  ordinary  cambric  bandage,  the 
width  of  the  foot,  is  applied  to  the  outer  edge  of  the  foot  and 
carried  several  times  over  the  inner  edge,  so  that  a  fixed  point 
is  obtained.  The  foot  is  now  placed  in  correct  position  and  the 
bandage  is  carried  around  the  sole  from  the  external  to  the  in- 
ternal edge  of  the  foot  and  then  upAvard  along  the  external  side 
of  the  extended  leg  to  the  lumbar  region.  If  the  bandage  is 
now  drawn  tight, — after  protecting  the  inner  border  of  the  foot 
from  too  strong  pressure  by  padding  with  cotton  batting. — the 
varus,  as  well  as  the  equinus,  position  (the  latter  is  generally  as- 
sociated with  pes  varus)  may  be  corrected  and  correction  main- 
tained by  fastening  the  loosely  drawn  bandage  to  the  leg  by  a 
figure-of-8  bandage.  As  the  circular  bandage  approaches  the 
foot  the  latter  is  gradually  raised  to  its  correct  position.  Good 
fixation  is  usually  obtained  by  about  three  circular  turns.  The 
distal  ends  of  the  bandage  at  the  thigh  are  turned  in  and  fas- 
tened with  pins.    After  the  child  has  grown  a  few  months  older 
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under  this  method  of  treatment  a  splint  may  be  emploj^ed  to 
assist  the  treatment.  Beely's  splint  is  especially  to  be  recom- 
mended. It  is  applied  to  the  child^s  leg  by  means  of  flannel 
bandages. 

By  the  time  the  child  begins  to  walk,  it  will  usually  be 
found  that  restoration  of  the  foot  to  its  normal  shape  has  ad- 
vanced so  far  under  this  plan  of  treatment  that  the  wearing  of 
a  clubfoot  shoe  is  all  that  will  be  necessary  to  complete  the 
cure.  With  every  step  the  weight  of  the  body  presses  the  foot 
in  the  right  position,  provided  sufficient  progress  has  been  made 
for  the  child  to  tread  perfectly  upon  the  sole  of  the  abducted 
foot.  This  good  result,  however,  should  not  lead  to  discontinu- 
ance of  the  treatment.  On  the  contrary,  while  the  shoe  is  worn 
the  treatment  should  be  continued  for  at  least  one  year  by  the 
practice  of  gymnastics,  resisting  motions,  and  massage.  A  pa- 
tient with  pes  varus  can  be  considered  cured  only  when  he  is 
able  actively  to  raise  himself  and  bend  and  stretch  his  knees 
while  standing  on  the  toes. 

The  question  now  arises:  How  treat  cases  of  pes  varus 
which  have  been  neglected  for  months  and  years  after  birth 
and  which  present  shortening  of  the  soft  structures  and  marked 
curvatures  of  the  bones.  In  such  cases  the  forced  "  clubfoot  re- 
duction'" (q-v.)  of  Koenig,  Lorenz,  or  Wolff  is  employed.  The 
latter  accomplishes  the  reduction  gradually,  at  interrupted  sit- 
.  tings  (see  "  Etappenverhand"),  while  the  former  two  do  it  usu- 
ally, but  not  always,  at  one  sitting.  The  surgeon,  however,  is 
earnestly  warned  against  the  application  of  brutal  force.  If  the 
first  attempt  is  unsuccessful,  it  is  better  to  be  satisfied  with  the 
partial  result  and  to  repeat  the  procedure  several  times,  after 
the  method  of  Wolff.  Too  active  application  of  force  is  some- 
times followed  by  severe,  fatty  embolism  and  pronounced 
edema.  The  act  of  reduction  is  considered  complete  if  the  pes 
varus  is  corrected  entirely — i.e.,  if  the  foot  can  be  flexed  dor- 
sally,  pronated,  and  abducted.  A  plaster-of-Paris  bandage  is 
then  applied;   its  technique  demands  some  practice. 

Hoff a  proceeds  as  follows :  The  foot  and  lower  part  of  the 
leg  are  well  wrapped  in  several  layers  of  cotton,  then  carefully 
covered  by  three  or  four  layers  of  the  plaster  bandage.  During 
this  time  the  foot  is  maintained  in  its  corrected  position  by  an 
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assistant.  The  chief  act  of  correction  occurs  during  hardening 
of  the  plaster,  when  the  surgeon  places  the  foot,  dorsum  up, 
upon  a  firm  board,  flexes  the  corresponding  hip  and  knee-joint 
as  much  as  possible,  and,  beginning  at  the  knee,  forcibly  presses 
downward  in  the  direction  of  the  axis  of  the  lower  part  of  the 
leg.  The  necessary  dorsal  flexion  and  pronation  are  thus  ob- 
tained and  the  foot  may  easily  be  kept  in  the  desired  position. 
The  shape  of  the  foot  after  hardening  of  the  plaster  conforms 
to  that  of  the  normal  bandaged  foot.  The  whole  bandage  is 
now  cut  in  the  middle  line,  and  the  edges  are  separated  so  as 
to  relieve  the  foot  from  pressure  arising  from  the  swelling  which 
always  follows  and  to  prevent  decubitus.  In  the  first  few  days 
the  foot  is  held  high  and  then  gradually  placed  in  the  suspended 
position.  After  from  six  to  eight  days  the  patient  may  be  al- 
lowed to  get  out  of  bed  and  walk  about  with  the  bandage.  J. 
Wolff,  Lorenz,  Vulpius,  and  others  leave  the  bandages  in  posi- 
tion for  many  months  until  the  pes  varus  is  cured.  A  shoe  is 
fitted  over  the  plaster-of-Paris  bandage,  which  is  made  as  light 
as  possible  by  removal  of  all  superfluous  parts. 

Very  good  results  are  obtained  in  this  manner,  but  the  mus- 
cles become  atrophic  and  useless.  Hoffa,  therefore,  is  averse 
to  the  use  of  such  bandages  for  months.  He  replaces  them, 
after  from  four  to  six  weeks,  by  a  clubfoot  shoe.  Before  reduc- 
ing the  clubfoot  he  first  obtains  of  it  a  plaster-of-Paris  mold  and 
has  a  shoe  made  that  fits  over  it.  The  shoe  is  ready  by  the  time 
the  plaster-of-Paris  bandage  is  removed.  This  apparatus  suf- 
fices. If  there  is  still  a  tendency  to  internal  rotation,  a  simple 
pelvic  girdle  is  attached  to  the  shoe,  and  by  corresponding  rota- 
tion of  the  external  splint  the  desirable  external  rotation  posi- 
tion of  the  leg  is  readily  attained.  In  bilateral  pes  varus  Hoffa 
generally  makes  use  of  the  pelvic  girdle,  as  it  greatly  facilitates 
perfect  correction  of  the  foot.  The  apparatus  is  removed  daily, 
the  musculature  of  the  whole  leg  massaged,  the  foot  manually 
corrected,  and  active  dorso-flexion  and  pronation  are  practiced. 
The  results  are  all  that  can  be  wished  for,  and  the  patients  re- 
tain a  strong  musculature. 

Pes  varus  may  develop  also  from  paralysis.  Here,  again, 
tendon  transplantation  is  very  successful.  Active  transplanta- 
tion is  performed:     1.  Of  a  part  of  the  tendo  Achillis  on  (a) 
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the  paralyzed  peroneus  longus:  or  (h)  the  paralyzed  extensor 
digitorum  communis  longus;  or  (c)  the  paralyzed  extensor 
digitorum  communis  brevis.  2.  Of  the  extensor  hallucis  on 
(a)  the  peronei  muscles;  or  (h)  the  extensor  digitorum  com- 
munis longus;  also  with  shortening  of  the  tibialis  anticus  or 
lengthening  of  the  tendo  Achillis. 

Clubfoot  Reduction  in  older  children  is  carried  out  forcibly 
in  one  sitting,  after  the  methods  of  Koenig  and  Lorenz.  In 
regard  to  the  former  Hoffa  writes:  "As  a  preliminary  opera- 
tion Koenig  performs  tenotomy  of  the  tendo  Achillis  in  order 
to  facilitate  dorsal  flexion  of  the  foot.  It  is  also  frequently 
necessary  to  divide  the  plantar  aponeurosis  subcutaneously,  if 
it  offers  great  resistance  to  reduction.  After  this  is  done  the 
patient,  who  lies  on  the  table,  is  turned  on  the  side.  While  an 
assistant  fixes  the  knee,  the  surgeon  supports  the  clubfoot  with 
its  most  convex  portion  toward  the  outer  side,  on  a  triangular 
wooden  wedge,  padded  to  avoid  pressure.  The  surgeon  now 
grasps  the  foot  in  such  a  manner  that  the  toes  are  held  with  one 
hand  from  the  inner  side,  while  the  other  hand  holds  the  os 
calcis  and  the  ankle-joint.  At  the  same  time  uniform  pressure 
is  exerted  upon  both  hands  by  the  weight  of  the  operator's  body. 
Under  certain  circumstances  a  ^jerking'  pressure,  particularly 
upon  the  toes,  is  especiall}^  effective.  In  this  manner  the  foot 
is  converted  into  a  double  arm  of  a  lever,  one  being  the  toes,  the 
other  the  heel,  while  the  center  lies  on  the  outer  side  of  the 
foot,  at  a  point  where  the  latter  rests  upon  its  outer  edge.  This 
procedure  is  accompanied  by  cracking,  which  is  due  to  tearing 
of  bands  and  crushing  of  bones. 

"The  second  stage  now  follows:  The  patient  is  placed  on 
his  back  and  the  knee  fixed  in  an  extended  position,  or  dorsal 
flexion  and  abduction  of  the  foot  are  now  secured  by  means  of 
pulleys.  These  manipulations  are  now  readily  made,  owing  to 
the  flexibility  obtained  in  the  first  stage.  This  method  is  quite 
useful,  but  it  has  the  disadvantage  in  that  it  is  difficult  to  obtain 
a  good  grasp  of  the  small  and  often  fat  foot  of  the  child.  This 
may,  however,  be  remedied  by  means  of  Thomas's  'reduction 
instrument'  (Thomas's  wrench).  It  is  a  very  useful  apparatus, 
consisting  of  two  firm  blades,  which  by  a  spiral  movement  of  the 
handle  may  be  widened  or  narrowed  at  will.    The  manipulation 
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is  extremely  simple.  In  order  to  correct  the  inward  rotation, 
the  leg  is  seized  with  one  hand  while  the  wrench  grasps  the 
clubfoot  at  about  the  center  of  the  inner  side.  The  upper 
blade  must  press  against  the  ankle.  By  the  action  of  the  screw 
both  blades  are  now  approximated  so  that  the  foot  is  held 
firmly.  The  hand  holding  the  leg  is  now  pressed  firmly  against 
the  lower  end  of  the  fibula,  and  the  foot  forcibly  rotated  out- 
ward by  means  of  the  wrench.  In  order  to  correct  the  equinus 
position  the  wrench  is  applied  in  the  same  manner  and  dorsal 
flexion  made.  The  adduction  position  is  corrected  by  forcible 
al)duction,  the  upper  blade  of  the  wrench  being  against  the  os 
ciiboides  and  the  lower  blade  behind  the  metatarso-phalangeal 
articulation.^^    This  method  generally  suffices  in  children. 

In  patients  over  14  years  the  osteoclast  (Lorenz)  must  be 
resorted  to — a  screw-apparatus  which  is  more  suitable  to  over- 
come bony  resistance.  Lorenz's  method  is  the  modeling  reduc- 
tion, by  means  of  which  he  endeavors,  under  a  single  narcosis, 
to  bring  the  foot  into  a  normal  or  rather  somewhat  overcor- 
rected  position.  In  small  children  this  can  be  done  manually. 
Vulpius,  who  uses  this  method  and  obtained  with  it  very  good 
results,  speaks  of  it  as  follows:  "The  foot  is  first  molded  as 
though  consisting  of  clay  or  wax.  The  several  components 
making  up  the  total  of  the  clubfoot  are  separated  and  handled 
in  regular  rotation.  The  fork-shaped  hand,  which  grasps  the 
sole  and  dorsum  of  the  foot,  from  the  inner  edge  of  the  foot 
outward,  gradually  pushes  the  adducted  foot  into  the  most  ex- 
tremely abducted  position,  while  the  other  hand  supports  the 
knuckles  to  prevent  fractures.  In  rigid  clubfoot  this  correction 
is  more  rapidly  enforced  by  placing  the  foot  with  the  convexity 
of  its  external  edge  upon  a  padded  wedge,  and  pressing  the 
heel  and  toes  downward  against  the  lateral  surfaces  of  the 
wedge  with  both  hands.  This  procedure  is  considered  finished 
if  the  external  edge  of  the  foot  shows  marked  concavity  and  the 
inner  originally  concave  position  convexity.  The  second  manip- 
ulation is  applicable  in  talipes  varus,  which  is  usually  quite  pro- 
nounced in  older  individuals.  The  shortened  cords  of  the 
plantar  aponeurosis  are  gradually  stretched  by  fixing  the  tarsus 
with  one  hand  and  pushing  the  front  of  the  foot  upward  with 
the  other  hand.     It  is  evident  that  the  correction  of  talipes 
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varus  would  hardly  be  possible  were  it  not  for  the  fixation  of 
the  heel  by  the  tendo  Achillis.  Achillotenotomy,  which  is  usu- 
ally necessary  for  correction  of  talipes  equinus^  forms,  therefore, 
the  third  stage  of  reduction.  After  subcutaneous  division  of 
the  tendon  the  calcaneus  is  pulled  downward  by  hooking  the 
fingers  over  both  sides  of  its  posterior  processes.  There  now 
remains  the  correction  of  supination  position,  which  is  accom- 
plished by  converting  it  into  pronation  of  the  tarsus  as  well  as 
metatarsus."  After  this  is  completed  it  is  usually  easy,  by  gentle 
pulling  of  a  toe,  to  transform  an  equinus  position  into  a  pes 
calcaneo-valgus  position.  Eeduction  is  followed  by  fixation  in 
plaster  of  Paris  (see  "Pes  Varus"). 

Clubfoot  Splint. — Hoffa  recommends  Beely's  splint  as  the 
best  (see  "Pes  Varus").  It  is  composed  of  a  hollow  blade 
made  of  sheets  of  steel  for  the  external  side  of  the  upper  leg,  a 
second  one  for  the  outer  side  of  the  lower  leg,  and  a  sandal  for 
the  foot.  These  three  parts  are  united  by  strong,  flexible  steel 
rods.  The  sandal  permits  of  free  rotation,  inward  and  outward, 
and  is  fastened  by  screws.  At  the  inner  edge  of  the  sandal 
there  are  two  vertical  plates  ("  tongues ").  An  angular  posi- 
tion of  the  upper  leg  to  the  lower  leg  is  important  for  the  action 
of  the  splint,  for  in  this  way  only  is  it  possible  permanently  to 
influence  rotation  and  flexion  of  the  foot.  The  apparatus  is 
lined  with  felt.  It  is  fastened  to  the  leg  by  bandages,  and  the 
whole  is  surrounded  by  a  watertight  material  to  keep  it  very 
dry. 

Pes  [Talipes]  Valgus  (Flat-foot)  is  a  deviation  of  the  foot 
to  the  outside — an  eversion  outward.  This  altered  position  is 
also  associated  with  marked  alteration  in  form.  The  anterior 
end  of  the  talus  sinks  downward  and  forward  and  projects  into 
the  physiological  hollow  of  the  foot.  The  dorsum  of  the  foot 
does  not  appear  convex,  but  flattened,  sometimes  even  concave; 
the  hollow  of  the  foot  is  obliterated ;  the  entire  sole  of  the  foot, 
including  its  inner  edge,  rests  upon  the  ground.  The  external 
edge  is  sometimes  elevated.  Pes  valgus  is  often  congenital, 
under  which  circumstances  the  tendo  Achillis  is  either  short- 
ened or  weak. 

The  anomaly  is  sometimes  readily  corrected  by  manual 
pressure;    more  rarely  fixation  in  an  abnormal  position  takes 
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place  as  a  result  of  tendinous  tension.  In  cases  due  to  atony 
the  foot  is  fixed  against  a  board,  to  which  a  rectangular  splint 
running  along  the  inner  part  of  the  leg  is  attached.  On  tight- 
ening the  splint  to  the  leg  the  sole  of  the  foot  is  drawn  down- 
ward. In  tense  muscles  tenotomy  is  often  indicated  (chiefly  of 
the  peronei,  rarely  of  the  extensor  digitorum  longus).  After 
the  flat-foot  has  been  reduced,  systematic  motions,  massage, 
electricity,  and,  as  an  after-treatment,  a  shoe  which  has  a 
somewhat  elevated  heel  and  a  pad  on  the  inner  side  to  support 
the  arch  of  the  foot  must  be  resorted  to. 

Flat-foot  is  frequently  acquired.  It  develops  in  the  first 
few  years  of  life,  in  rachitic  children,  when  they  begin  to 
walk,  the  weight-bearing  ability  of  the  soft  bones  being  small. 
Under  antirachitic  treatment  the  anomaly  can  either  be  pre- 
vented or  corrected  by  keeping  the  child  from  standing  and 
walking  or  by  means  of  a  suitable  shoe.  Pes  valgus  sometimes 
develops  as  a  result  of  paralysis — e.g.,  poliomyelitis.  In  these 
cases  an  efl'ort  must  be  made  to  obtain  active  dorsal  flexion,  ab- 
duction and  supination  of  the  foot,  or  fixation  of  the  same  in 
a  rectangular  median  position.  This  is  accomplished  by  active 
transplantation  (see  pages  419  et  seq.)  of  a  part  of  the  tendo 
Achillis  on  the  tibialis  posticus  or  tibialis  anticus  muscle,  or 
active  transplantation  of  the  tendon  of  the  peroneus  on  the 
tibialis  anticus  or  posticus,  or  transplantation  of  the  extensor 
longus  hallucis  on  the  paralyzed  tibialis  anticus,  combined,  if 
necessary,  with  shortening  of  the  tibialis  anticus  or  lengthening 
of  the  tendo  Achillis. 

Flat-foot  very  frequently  develops  at  about  the  time  of 
puberty  in  young  people  who  have  to  stand  much  {e.g.,  young 
waiters,  porters,  locksmith  apprentices,  nurse-girls,  etc.),  as  a 
result  of  overburdening  the  dorsum  of  the  foot,  which  grad- 
ually leads  to  contractures  of  the  pronators.  In  the  beginning 
of  the  disease  the  patients  usually  complain  of  becoming  very 
easily  tired.  This  variety  of  pes  valgus  is  sometimes  called 
"static,"  or  "inflammatory,"  pes  valgus,  because  it  is  often  ac- 
companied by  very  severe  pain,  which  originates  from  an  in- 
flammatory condition  of  the  bone  resulting  from  pathological 
displacement.  Albert  recommends  a  shoe  with  a  small  convex 
pad  on  the  inner  side  of  the  sole,  so  that  the  hollow  of  the  foot 
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is  gradually  developed  by  pressure  and  an  external  splint  ex- 
tending along  the  leg.  The  splint  is  permanently  fixed  to  the 
sole  of  the  shoe  and  has  a  strap  above  on  a  level  with  the  upper 
portion  of  the  leg  by  means  of  which  it  can  be  fastened  to  the 
leg.  By  tightening  the  strap  on  the  tibial  side  the  lower  end 
of  the  leg  is  drawn  to  the  outside — i.e.,  it  forces  the  foot  into 
supination.  In  higher  degrees  of  pes  valgus  (fixation  by  con- 
tracture) recourse  must  be  had  to  reduction  under  narcosis  and 
fixation  by  plaster-of -Paris  bandage. 

Pes  [Talipes]  Calcaneus  is  a  deviation  of  the  foot  from  its 
normal  position  toward  the  dorsal  side.  It  is  manifested 
by  lowering  of  the  heel  and  elevation  of  the  dorsum  of  the 
foot;  so  that  the  patient  steps  only  upon  the  heel.  Pes  cal- 
caneus is  usually  associated  with  slight  valgus  position.  This 
deformity,  especially  the  congenital  variety,  is  rare.  The  latter, 
like  the  deformities  of  the  foot  spoken  of  before,  is  a  result 
of  intra-uterine  pressure,  especially  due  to  a  deficiency  of 
liquor  amnii.  Paralytic  pes  calcaneus  is  of  more  frequent  oc- 
currence, and,  like  the  deformity  of  the  foot  to  be  spoken  of 
later,  a  sequel  of  infantile  paralysis  due  to  paralysis  of  the  sural 
muscles  (the  tendo  Achillis  is  flabby  and  thin).  Congenital  pes 
calcaneus  of  moderate  severity  usually  disappears  spontane- 
ously, while  in  severer  forms  bandaging,  which  pulls  the  foot 
toward  the  sole,  usually  suffices.  Earely  tenotomies  of  the 
tendons  of  the  tibialis  anticus,  extensor  pollicis  longus,  ex- 
tensor digitorium  longus,  and  peroneous  tertius  must  be  re- 
sorted to.  Paralytic  pes  calcaneus  is  at  the  present  day  reme- 
died by  tendon  transplantation.  In  order  to  obtain  active 
plantar  flexion  of  the  foot  or  fixation  of  the  foot  in  the  center, 
one  peroneus  muscle  or  the  flexor  digitorum  communis  longus 
is  transplanted  on  the  sural  muscles,  sometimes  with  shortening 
of  the  tendo  Achillis. 

Pes  [Talipes]  Equinus  is  a  deviation  of  the  foot  to  the 
plantar  side  with  elevation  of  the  heel  and  extension  of  the 
foot;  so  that  the  patient  stands  and  walks  upon  the  toes.  It 
is  exceptionally  congenital  (as  a  rule,  combined  with  pes  varus 
as  congenital  pes  equino-varus),  but  is  often  acquired  as  a  result 
of  paralysis.  The  correction  of  the  deformity  is  accomplished 
surgically  by  endeavoring  to  obtain  active  dorsal  flexion  in  the 
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ankle-joint,  or,  if  this  is  impossible,  fixation  of  the  foot  at  a 
right  angle.  For  this  purpose  the  tibialis  anticus  or  extensor 
digitorum  communis  longus  or  extensor  hallueis  longus  is  short- 
ened (see  ''Tendon  Shortening")  or  the  tendo  Achillis  is 
lengthened.  In  severe  forms  these  procedures  are  combined 
with  tendon  transplantation  of  the  paralyzed  tibialis  anticus 
on  the  normal  extensor  digitorum  communis  or  a  portion  of  the 
tendo  Achillis  upon  the  tibialis  anticus.  The  foot  is  then 
placed  in  a  walking  apparatus,  consisting  of  a  shoe  with  a  splint 
attached  to  the  sole,  which  extends  upward  along  the  lower  leg 
and  is  interrupted  at  the  level  of  the  ankle  by  a  hinge-joint  to 
prevent  plantar  flexion.  A  dorsal  strap  presses  the  dorsum  of 
the  foot  against  the  sole. 

Tendon  Transplantation  is  an  operation  employed  with 
much  success  in  the  treatment  of  infantile  paralyses,  particularly 
of  those  resulting  in  pes  varus,  varo-equinus,  valgus,  and  cal- 
caneo-valgus;  also  in  paralytic  lameness  of  the  thigh  and  the 
upper  extremities,  and  finally  also  in  Little's  disease.  Its  object 
is  partially  to  transplant  the  innervation  of  healthy  muscles  to 
those  that  are  paralyzed — i.e.,  to  replace  the  abolished  activity 
of  paralyzed  muscles,  by  the  union  of  the  peripheral  part  of  a 
paralyzed  tendon  with  the  central  part  of  another  sound  tendon. 
The  tendon  selected  for  transplantation  is  split  longitudinally, 
and  the  portion  remaining  with  the  muscle  is  united  with  that 
of  the  badly  functionating  antagonist;  or  the  latter  is  fitted 
into  a  slit  of  the  healthy  tendon  and  allowed  to  heal  together. 
Good  results  may  be  obtained  by  suitable  selection  of  the  mus- 
cles.   This  method  is  now  being  gradually  improved. 

Hotfa  distinguishes  three  methods  of  tendon  transplanta- 
tion : — 

1.  The  tendon  of  a  perfectly  functionating  muscle  is  di- 
vided in  toto  in  order  to  embody  its  central  stump  in  the  tendon 
of  the  paralyzed  muscle  and  to  supply  new  power  to  the  latter. 
This  method  is  only  exceptionally  used — that  is,  if  the  original 
function  of  the  healthy  muscle  in  question  can  readily  be  dis- 
posed of,  and  the  activity  of  the  limb  is  not  injured  by  it.  Ex- 
ample: transplantation  of  the  healthy  flexor  carpi  ulnaris  to 
the  paralyzed  extensor  digitorum  communis. 
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2.  The  tendon  of  the  paralyzed  muscle  is  divided,  the 
central  end  is  left  entirely  intact,  while  the  peripheral  end  is 
united  as  much  centrally  as  possible  with  the  muscle  which  is 
to  supply  the  power.  Example :  paralytic  pes  equinus,  in  which 
the  tibialis  anticus  muscle  is  paralyzed  and  the  extensor  digi- 
torum  communis  longus  intact.  The  tendon  of  the  tibialis 
anticus  is  divided,  the  foot  is  brought  in  strongest  dorsal  flexion, 
and  the  peripheral  end  of  the  tibialis  anticus  is  sutured  as  much 
centrally  as  possible  to  the  tendon  of  the  extensor  digitorum 
communis  longus.  The  results  thus  obtained  are:  first,  the 
ankle-joint  is  mechanically  kept  in  dorsal  flexion  position  by  the 
existing  tension;  and,  second,  after  the  tendons  have  grown 
together,  every  contraction  of  the  extensor  digitorum  pulls  the 
peripheral  part  of  the  tibialis  forward  and  causes  effects  re- 
sembling those  obtained  from  tibialis  contraction. 

3.  From  the  tendon  of  a  perfectly  preserved  muscle  a  part, 
about  half,  is- branched  off  and  firmly  sutured  to  the  tendon  of 
the  paralyzed  muscle,  while  the  joint  is  held  in  the  properly 
corrected  position.  In  order  to  engage  the  power  of  the  sural 
muscles  for  the  activity  of  the  paralyzed  muscles  (peronei, 
tibialis  anticus,  extensor  digitorum)  a  portion  of  the  tendo 
Achillis  is  most  frequently  employed. 

Vulpius  speaks  of  "  ascending  ^^  tendon  transplantation 
whenever  a  part  or  the  whole  of  the  tendon  of  the  paralyzed 
muscle  is  united  with  the  tendon  of  the  functionating  muscle; 
and  of  "descending,"  tendon  transplantation  whenever  the 
functionating  tendon  or  a  part  of  it  is  transplanted  to  the 
paralyzed  tendon.  Hoffa  prefers  to  speak  of  it  as  "passive" 
tendon  transplantation. 

After  transplantation,  the  limb  is  fixed  in  the  corrected 
position  by  means  of  a  plaster-of-Paris  bandage,  and  the  sutures 
are  removed  after  from  three  to  five  days,  through  a  fenestrum 
left  in  the  bandage.  The  bandage  is  left  in  place  for  from  four 
to  eight  weeks,  and  its  removal  is  followed  by  massage,  gym- 
nastics, and  electricity,  for  a  few  weeks  longer.  Occasionally 
success  is  apparent  after  removal  of  the  bandage;  in  other 
cases  improvement  takes  place  by  degrees,  inasmuch  as  the 
muscles  supplying  the  power  to  some  extent  become  gradually 
accustomed  to  the  new  motion.    In  other  cases  one  must  be 
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satisfied  witli  aljolition  of  the  abnormal  position  of  tlie  joint 
and  permanent  correction  of  the  deformity. 

"The  question  in  what  manner  the  muscle  supplying  the 
power  is  stimulated  to  its  new  activity  is  physiologically  very 
interesting,  but  not  as  yet  definitely  decided.  As  a  result  of 
transplantation  a  new  individual  muscle  probably  develops 
which  gradually  acquires  some  independent  innervation  and 
function  by  an  adjustment  on  the  part  of  the  cortical  substance 
of  the  brain.  It  is  undoubtedly  highly  interesting  to  know  that 
for  the  transmission  of  power  not  only  can  such  muscles  be 
Used  which,  by  virtue  of  their  function,  greatly  resemble  the 
paralyzed  muscle,  but,  moreover,  that  entirely  antagonistic  mus- 
cles may  be  resorted  to  for  the  same  purpose  without  obtaining 
a  bad  result.''    (Hoffa.) 

Furthermore,  this  method  is  now  also  being  employed  after 
peripheral  traumatic  paralysis — e.g.,  radial  paralysis  in  fracture 
of  the  upper  arm  and  in  traumatic  destructions  of  tendons  and 
muscles. 

Tendon  Shortening  or  Lengthening  is  sometimes  carried  out 
in  conjunction  with  tendon  transplantation  (q.v.),  and,  accord- 
ing to  Hoffa,  it  is  with  just  this  combination  that  the  best  results 
are  obtained.  Example:  Paralytic  pes  valgus  in  which  there  is 
passive  lengthening  of  the  tibialis  anticus  muscle.  Considera- 
ble shortening  of  the  tibialis  anticus  is  obtained  by  dividing  the 
tendon  of  the  tibialis  anticus,  placing  the  foot  in  dorsal  flexion 
and  supination  position  and  the  ends  of  the  tendons  of  the 
tibialis  anticus  in  apposition  and  suturing  them,  while  both 
divided  ends  are  kept  in  greatest  extension.  Furthermore,  the 
muscle  is  given  the  best  opportunity  to  resume  its  function 
that  it  was  previously  unable  to  carry  out  owing  to  its  passive 
lengthening. 

Tendon  lengthening,  according  to  Bayer,  is  accomplished 
in  such  a  manner  that  the  tendon  is  split  in  the  form  of  a  Z, 
both  ends  are  displaced  longitudinall}-,  and  the  transverse  sec- 
tions are  sewed  together. 

Osteomyelitis,  Ostitis,  and  Periostitis  almost  always  affect 
certain  bones  more  or  less  simultaneously  or  one  after  another, 
inasmuch  as  the  process  gradually  progresses  from  within  out  or 
vice  versa.    The  course  may  be  acute  or  chronic.    In  acute  cases 
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the  symptoms  may  be  very  violent  and  be  mistaken  for  a  pyemic 
or  tj^phoidal  process  and  end  in  death  within  a  few  days.  In 
small  children  who  are  unable  to  localize  the  pain  many  cases 
in  which  the  swelling  is  overlooked  are  incorrectly  diagnosed. 
Consequently  the  osteomyelitis  remains  undetected,  is  desig- 
nated as  "hyperpyrexia^"  and  the  like,  and  receives  no  treat- 
ment. Therefore,  in  all  febrile  conditions  without  apparent 
source  a  careful  examination  of  the  bony  system  is  very  im- 
portant. Many  an  obscure  affection  may  reveal  itself  as  an  in- 
flammation of  the  bone  and  possibly  be  cured  under  proper 
treatment.  As  to  the  other  symptoms,  termination,  etc.,  of  the 
various  diseases  of  the  bone,  they  deviate  very  slightly  from 
those  observed  in  the  adult.  It  may  be  emphasized  that  in  chil- 
dren, especially  sucklings,  the  bone  affection  is  prone  to  be 
multiple.  Osteomyelitis,  which  is  caused  by  the  entrance  of 
micro-organisms  into  the  blood  from  without,  affects  with  predi- 
lection the  newly  born  and  the  suckling,  in  view  of  the  fact  that 
the  navel  wound,  eczema  and  other  skin  eruptions,  the  patho- 
logical condition  of  the  alimentary  canal,  etc.,  frequently  serve 
as  portals  of  invasion  for  pathogenic  micro-organisms.  Thus, 
for  instance,  osteomyelitis  of  the  jaw  often  originates  in  the 
nose,  ear,  etc.  Staphylococci  especially  play  a  role  here ;  strep- 
tococci also  are  frequently  active  and  occasionally  also  pneumo- 
cocci,  the'  bacterium  coli,  etc.  Furthermore,  the  bony  system 
is  very  prone  to  become  affected  during  and  after  infectious 
diseases,  such  as  scarlatina,  measles,  pertussis,  pneumonia,  ty- 
phoid, and  variola.  Bone  affections  in  children  are  very  fre- 
quently caused  by  scrofula  (e.g.,  spina  ventosa),  tuberculosis, 
and  syphilis  (periostitis),  and  occasionally,  also,  by  diabetes. 

The  TREATMENT  of  ostcomyelitis  in  children  corresponds 
with  that  in  adults  [rest,  antiphlogosis,  and  surgical  interfer- 
ence]. 

Caput  Obstipum  (Stiff-neck  [Wryneck],  Torticollis)  is  a 
crooked  position  of  the  head  usually  due  to  shortening  of  one 
sterno-cleido-mastoid  muscle.  The  head  is  turned  to  the  dis- 
eased side,  with  the  face  to  the  opposite  side.  As  a  rule,  it  is 
unilateral;  sometimes  also  bilateral.  In  the  latter  event  the 
head  is  drawn  backward.  Caput  obstipum  may  be  congenital 
in  nature,  namely,  may  have  developed  during  fetal  life  as  a 
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result  of  an  incorrect  position  of  the  head  in  the  uterus.  More 
frequently,  however,  it  is  produced  by  injury  during  birth  (see 
"Hematoma  of  the  Sterno-cleido-mastoid"), 

The  trauma  is  undoubtedly  associated  with  an  as  yet  un- 
known factor  which  acts  as  the  exciting  cause.  According  to 
Kader,  small  micro-organisms  from  the  intestine  migrate  with 
the  blood-current  into  such  small  muscle  injuries  produce  a 
myositis  from  which  the  caput  obstipum  develops.  This  condition 
is  usually  not  noticed  in  the  first  four  or  five  years  of  life  until 
the  development  of  asymmetry  of  both  halves  of  the  face  (due  to 
atrophy).  This  deformity  manifests  itself  by  contortion  of  the 
eyes,  nose,  and  mouth,  and  involves  at  times,  aside  from  the 
soft  structures,  also  the  bones  (become  narrow  and  distorted). 
In  that  event  it  can  usually  be  remedied  by  operative  interfer- 
ence only  (subcutaneous  tenotomy),  or  open  myotomy  is  re- 
sorted to,  followed  by  orthopedic  after-treatment,  which  acts 
favorably  also  upon  the  atrophies. 

Caput  obstipum  is  often  acquired.  Spondylitis  of  the 
vertebral  column  and  injuries  to  the  latter  may  form  a  cause, 
as  also  frequent  "catching  cold."  This  "rheumatic  torticollis" 
yields  quickly  to  sodium  salicylate,  cataplasms,  massage,  elec- 
tricity, and  unguentum  potassii  iodidi.  It  is  furthermore  caused 
by  nervous  contractures  of  the  sterno-cleido-mastoid,  instead  of 
or  in  combination  with  convulsions ;  occasionally  also  by  tumors 
in  the  muscles  (sarcoma)  ;  cicatricial  contractures  (from 
burns)  ;  working  with  one  and  the  same  side  only  (carrying 
heavy  weights)  ;  forced  maintenance  of  the  head  in  one  posi- 
tion in  order  to  avoid  double  vision  (in  paralysis  of  eye  mus- 
cles) ;  and,  finally,  by  painful  rigidity  of  muscles  (meningitis). 
Eeflexly,  torticollis  is  sometimes  produced  by  intestinal  worms 
or  carious  teeth,  and  is  curable  by  removal  of  the  cause.  Phocas 
saw  three  cases  of  rachitis  in  which  caput  obstipum  formed  the 
first  symptom  and  disappeared  on  antirachitic  treatment.  The 
condition  was  probably  due  to  the  abnormal  softening  of  the 
vertebrge  of  the  neck,  with  atony  of  the  muscles.  There  is  also 
an  intermittent  kind  of  caput  obstipum  due  to  malaria  and 
controlled  by  quinin. 

The  TREATMENT  is  based,  therefore,  upon  the  original 
disease,  and  only  in  severe  cases  does  it  require  surgical  or 
orthopedic  interference. 
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Myositis  is  manifested  by  pain,  swelling,  thickening,  and 
loss  of  function  of  the  affected  muscles.  In  protracted  cases 
it  leads  to  contractures.  Myositis  may  be  traumatic  in  nature 
(caput  obstipum)  or  develop  in  the  course  of  an  attack  of  scar- 
latina. If  the  swelling  remains  in  the  background,  the  pain 
caused  by  myositis  may  readily  lead  to  errors  of  diagnosis.  For 
example,  myositis  of  the  muscles  of  the  chest  and  back  may  be 
mistaken  for  pleuritis;  myositis  of  the  abdominal  muscles,  for 
peritonitis,  etc.  Myositis  is  not  infrequently  observed  in  syph- 
ilis, either  as  a  result  of  a  diffuse  affection  of  the  muscles  or  as 
gummata.  In  this  condition  myositis  is  sometimes  associated 
with  suppuration.  Tuberculous  myositis,  which  may  lead  to 
abscess  cavities  in  the  muscles  without  involving  the  bones  and 
articulations,  is  of  rarer  occurrence. 

Of  special  interest  is  myositis  ossificans,  which  usually 
begins  in  childhood — as  a  rule,  about  puberty.  It  occasionally 
occurs  much  sooner  and  may  appear  even  in  sucklings.  This 
affection  is  characterized  by  progressive  interstitial  connective 
tissue  proliferation,  with  consecutive'  ossification.  It  usually 
begins  in  the  muscles  of  the  neck  and  back,  spreading  from 
here  to  the  shoulders  and  the  rest  of  the  body.  It  begins  with 
fever  and  a  soft,  painful  swelling  of  a  section  of  a  muscle,  over 
which  the  skin  appears  reddened  and  edematous.  The  acute 
inflammatory  symptoms  soon  abate,  but  the  swelling  remains. 
In  the  course  of  time  the  latter  becomes  firmer,  and  finally  so 
hard  as  to  resemble  a  bone  plate  or  a  raphe  of  bony  hardness. 
Other  muscles  of  the  body  gradually  become  involved  (in  one 
child  every  slight  contusion  was  immediately  followed  by  the 
formation  of  an  osseous  focus),  leading  to  considerable  deformi- 
ties and  disturbances  of  motion.  In  severe  cases  the  body  finally 
becomes  rigid,  hard,  and  immobile.  If  the  muscles  of  mastica- 
tion or  respiration  are  involved,  life  is  endangered.  Otherwise 
the  affected  person  may  reach  old  age,  since  the  disease  runs  a 
very  chronic  course,  with  remissions  and  exacerbations.  The 
causes  of  the  disease  are  yet  obscure.  Henoch  frequently  found  a 
relationship  between  myositis  and  the  rheumatic  diathesis. 

Treatment  is  futile. 

Exostoses  in  children  are  sometimes  a  sequel  of  acute  artic- 
ular rheumatism.    They  consist  of  products  of  an  inflammatory 
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process  in  aponeuroses  and  tendons  and  are  usually  situated 
around  joints  in  the  form  of  small,  hard  nodules.  By  retrogres- 
sive metamorphosis  (fatty  degeneration)  these  nodules  may 
again  disappear,  or  after  undergoing  calcification  leave  behind 
bonelike  growths.  Such  are  also  found  upon  the  periosteum 
and  perichondrium  as  hard  nodes  which  firmly  adhere  to  the 
bone  (rheumatic  osteoma).  Sometimes  multiple  exostoses  (he- 
reditary disposition)  also  occur  without  rheumatism,  and  some- 
times in  connection  with  it  there  may  also  be  met  ossification  of 
tendons  and  muscles — a  process  which  may  reach  such  a  high 
degree  of  severity  as  to  subject  a  large  portion  of  the  body  to 
the  transformation  (myositis  ossificans).  Cases  are  recorded  in 
which,  e.g.,  every  contusion  produced  such  an  ossification  with 
fever  and  pain.  Also  congenital  exostoses,  usually  at  the  transi- 
tion of  the  diaphysis  to  the  epiphysis,  exist,  but  are  at  times 
unrecognized  until  the  first  few  years  of  life,  when,  if  not  ex- 
tirpated early,  they  may  give  rise  to  disturbances  of  growth  in 
the  affected  limb. 

Arthritis  Deformans  is  very  rare  in  children.  Its  localiza- 
tion, symptoms,  etc.,  are  the  same  as  in  adults.  It  is  a  nervous, 
and  not  a  rheumatic  affection.  Therefore  salicylates  are  with- 
out effect.  Most  benefit  was  derived  by  Jacobi  from  the  gal- 
vanic current  and  prolonged  use  of  arsenic.  A  cure  is  some- 
times effected  by  these  means. 


XVHL 
Diseases  of   the  Skin* 


Erythema  quite  frequently  occurs  in  children,  especially  in 
the  first  few  years  of  life.  Some  children  are  regularly  affected 
by  it  in  the  spring.  The  etiology  of  erythema  is  in  most  cases 
uncertain.  Erythema  in  children,  as  in  adults,  is  distinguish- 
able in  several  varieties:  Erythema  nodosum.,  papulosum,  urti- 
catum,  marginatum,  and  annulare.  It  usually  appears  in  the 
form  of  red,  variously  shaped,  at  times  somewhat  infiltrated 
and  elevated,  small  or  large  spots.  Its  appearance  is  sometimes 
accompanied  by  constitutional  symptoms,  such  as  fever,  lan- 
guor, anorexia,  etc.,  which  usually  subside  with  the  establish- 
ment of  the  eruption.  The  erythema,  however,  usually  re- 
mains noticeable  a  few  days  longer  (sometimes  severe  itching) 
and  finally  disappears — not  infrequently  with  slight  desquama- 
tion. Erythema  may  be  mistaken  for  measles  or  scarlatina. 
This  is  especially  true  with  the  so-called  relapses  and  reinfec- 
tions which  not  infrequently  develop  (sometimes  with  fever) 
during  the  convalescent  stage  of  these  exanthemata,  but  are 
often  nothing  else  than  simple  erythema.  Henoch  frequently 
observed  an  erythema  nodosum,  which  appeared  in  the  form  of 
large  nodules  reddened  at  the  summit.  It  was  generally  limited 
to  the  lower  extremities  and  disappeared  in  two  to  three  days, 
leaving  behind  a  bluish  or  brownish  pigmentation.  Erythema 
is  sometimes  accompanied  by  edema  of  the  eyelids  and  dorsal 
surfaces  of  the  hands  and  feet,  and  sometimes  by  rheumatic 
pain  in  the  joints,  which  improves  under  sodium  salicylate. 
Otherwise  erythema  usually  requires  no  special  treatment.  Ery- 
thema may  occur  also  as  a  complication  of  other  diseases,  such 
as  rheumatism,  malaria,  typhoid,  pyemia,  and  diphtheria,  and 
as  a  result  of  the  use  of  drugs  [erythema  medicamentosum'], 
such  as  quinin,  antipyrin,  choral,  diphtheria  antitoxin,  etc.; 
(426) 
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finally,  it  may  develop  in  the  vicinity  of  wounds  or  ulcers — 
e.g.,  at  the  periphery  of  eczematous  cutaneous  surfaces  or  vac- 
cine pustules,  whereby  the  whole  arm  may  become  inflamed  and 
infiltrated,  and  be  mistaken  for  erysipelas.  The  latter  affec- 
tion, however,  is  associated  with  a  much  higher  temperature 
and  is  diffuse  instead  of  circumscribed.  This  [^tmumaiic^  form 
of  erythema  disappears  rapidly  under  lead-water  fomentations. 

Erythema  Neonatorum  (see  page  4G). 

Combustio  (Burns). — Even  superficial  and  circumscribed 
burns  in  children  are  not  rarely  followed  by  violent  reaction  on 
the  second  or  third  day  (also  sooner).  [In  a  case  of  a  super- 
ficial burn  of  the  neck  in  a  child  15  months  old  edema  glottidis 
set  in  within  six  hours  after  the  accident.  The  edema  gradu- 
ally subsided  within  twelve  hours. — Sheffield.]  This  reac- 
tion is  manifested  notably  by  fever,  diarrhea,  and — in  irrita- 
ble children — convulsions,  ajDhasia,  and  other  nervous  disturb- 
ances; finally  sometimes  by  hemoglobinuria,  as  well  as  collapse, 
with  fatal  issue.  Sometimes,  again,  children  survive  even 
severe  burns  {e.g.,  Demme's  girl,  5  years  old,  in  whom  two-thirds 
of  the  body  was  burned). 

The  TREATMENT  of  burns  is  the  same  as  in  adults.  Aside 
from  washing  with  boric  acid  or  physiological  salt  solution  and, 
if  possible,  emptying  of  large  blisters,  the  parts  are  first  covered 
with  powder,  salve,  or  carron  oil  dressings.  As  iodoform  is 
too  dangerous  to  use  in  children,  dermatol,  xeroform,  potassium 
sozoiodolate,  airol  [europhen],  etc.,  are  used;  also  "cooling  oint- 
ment'^ (q.v.).  The  use  of  bismuth  subnitrate  (q.v.)  in  powder 
form  or  ointment  has  always  been  popular.  Of  course,  in  large 
burns  transplantations  are  later  to  be  taken  into  consideration. 
The  symptoms  of  reaction  must  be  combated  symptomatically 
(by  antipyretics,  nervines,  narcotics,  and  analeptics). 

Congelatio  (Frostbite). — The  treatment  of  frostbites  de- 
pends upon  the  stage  of  the  affection.  In  perniones  (q.v.),  for 
example,  the  parts  may  be  painted  with  a  solution  of  nitrate  of 
silver  (3  to  5  per  cent.)  or  tincture  of  iodin,  bathed  in  hot  water 
with  chlorid  of  lime  (1  tablespoonful  to  1  liter  of  water),  or 
covered  with  an  ointment  of  ichthyol  (5  to  10  per  cent.)  or  car- 
bolic acid  or  camphor  (q.v.).  These  also  relieve  itching.  If 
ulcers  develop,  silver  nitrate  or  one  of  the  powders  or  ointments 
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recommended  for  combustio  may  be  applied.     In  very  extensive 
frostbite  surgical  interference  is  necessary. 

Pernio  [Chilblain]. — Perniones  are  treated  by  hot  baths 
of  short  duration  and  application  of  one  of  the  following  reme- 
dies : — • 

IjL  Campliorae 1.0  [gr.  xv]. 

Creosoti, 

Balsami  Peruviani  aa     1.0  [«?xv]. 

Vaselini   10.0  [3iiss]. 

IJ  Acidi  carbolici 0.5  [mviij] . 

Unguenti  plumbi, 

Lanolin aa  10.0.  [3iiss]. 

Olei  amygdalee  dulcis 5.0  [3j]. 

Lichen  Strophulus  [Miliaria]  is  unusually  frequent  in  chil- 
dren. It  appears  suddenly  on  the  face_,  back,  and  extremities  as 
discrete,  prominent  light  to  dark  red  pimples,  from  a  pinhead  to 
half  a  pea  in  size.  The  pimples  are  partly  penetrated  by  a 
little  hair.  More  rarely  lichen  appears  in  groups  upon  a 
slightly  reddened,  infiltrated  base.  It  is  often  associated  with 
severe  itching.  It  partly  disappears  spuriously  (by  absorption) 
and  partly  not  until  the  development  of  small  clear,  or  yellow 
vesicles  at  the  summit,  which  dry  up  and  readily  exfoliate.  Fre- 
quently new  crops  develop;  so  that  weeks  or  months  pass 
before  a  positive  cure  is  obtained.  If  the  eruption  is  severe 
there  is  considerable  general  disturbance  (itching,  insomnia). 
Lichen  strophulus  occurs  especially  during  first  dentition 
(Pfeiffer's  "teething  eruption'^),  but  probably  bears  no  relation 
to  teething.  The  etiology  is  often  quite  obscure.  It  is  some- 
times produced  by  local  irritation  such  as  sunburn  [rough  flan- 
nel underclothing],  and  sometimes  neglect  of  the  skin,  dyspeptic 
disturbances,  and  scrofula. 

The  TKEATMENT  is  limited  to  relieving  the  itching  by  bran 
and  soap  baths  and  sponging  with  a  1-  to  2-  per-cent.  carbolic 
acid  solution.  Internally  small  doses  of  antipyrin  [and  calo- 
mel]. 

Urticaria  [Hives]  in  small  children  may  precede  prurigo 
(q.v.) ;  otherwise  it  develops  after  partaking  of  all  sorts  of  food 
and  drinks.  Baginsky  saw  urticaria  in  a  child  9  months  old 
after  eating  half  of  the  yelk  of  an  egg.  Later,  eggs  agreed  well 
with  the  child.     It  occurs  also  in  dyspeptic  disturbances,  w^orms. 
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after  chemical  irritations  (serum  injection),  and  after  cold 
baths.  It  is  sometimes  congenital.  Baginsky  saw  a  child  1 
day  old  who  cried  incessantly  without  any  objective  symptoms. 
Later  it  developed  urticaria  and  prurigo. 

The  symptoms  are  the  same  as  in  adults.  [Sudden  appear- 
ance (or  disappearance)  upon  any  portion  of  the  body  of 
"wheals"  of  a  whitish,  pinkish,  or  reddish  color  accompanied  by 
stinging,  pricking,  and  tingling  and  slight  constitutional  symp- 
toms. 

Urticaria  annularis  occurs  in  rings. 

Urticaria  figurata  occurs  in  spirals. 

Urticaria  vesiculosa  has  vesicles  on  the  summit  of  the  wheal. 

Urticaria  bullosa  is  a  bullous  development  on  summit  of 
wheal. 

Urticaria  papulosa  is  a  wheal  combined  with  a  papule. 

Urticaria  tuberosa  are  giant  wheals. 

Urticaria  hcemorrhagica  is  a  combination  of  urticaria  with 
purpura. 

Urticaria  pigmentosa  is  a  pigmentation  following  the 
wheals. 

Constitutional  symptoms  are  fever,  headache,  gastric  disor- 
der, etc. — Sheffield]. 

Treatment. — Eemoval  of  all  etiological  factors.  To  re- 
lieve itching:  Lanolin  [Dobell's  solution]  or  the  following 
''cooling  salves" : — 


B  Adipis  lanae    5.0  [3j]. 

Unguenti  zinci  benzoati 10.0  [3ij]. 

Aqu£e  rosae   20.0  [3iv] . 

Mentholis 1.0  [gr.  xv]. 

IJ  Lanolini  5.0  [3j]. 

Unguenti  zinci  benzoati 10.0  [3ij]. 

Liquoris  plumbi  subacetatis 10.0  [3ij]. 

In  obstinate  urticaria  sulphur  baths  [salicylate  of  soda]. 

Eczema  may  occur  in  children,  as  in  adults,  as  an  acute  or 
chronic  disease.  Acute  eczema  is  rare  in  children,  but  occasion- 
ally such  cases  are  met  which  last  from  one  to  two  weeks,  and 
sometimes  recur  at  certain  intervals.  Very  extensive  hyper- 
acute eczemas  beginning  with  high  fever  are  sometimes  ob- 
served.    Subacute  cases  are  more  frequent,  and  chronic  one§ 
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still  more  so.  These  are  usually  distinguished  by  their  great 
obstinacy,  but  otherwise  they  present  the  same  types  as  in 
adults — thus,  eczema  squamosum,  papulosum,  etc.  Eczema  vesi- 
culosum  and  pustulosum  are  especially  frequent  in  children. 
If  in  the  latter  form  the  pimples  contain  pus,  the  condition  is 
spoken  of  as  impetigo,  or  eczema  impetiginosum.  Such  cases 
occur  even  in  sucklings,  often  but  a  few  weeks  old,  particularly 
upon  the  face,  forehead,  cheeks,  nose,  upper  lips,  and  chin. 
This  so-called  "milk  crust"  (crusta  lactea)  occurs  in  the  locali- 
ties just  mentioned  as  more  or  less  coherent  scabs  of  greenish  or 
blackish-brown  color,  interrupted  here  and  there  by  intervals  of 
red,  excoriated  skin.  In  several  places  excoriations  are  ob- 
served which  are  covered  by  blood-clots,  and  isolated,  still  intact, 
small  vesicles  or  pustules.  The  neighboring  lymph-glands  are 
swollen  and  there  is  severe  itching  of  the  skin,  which  more  or 
less  impairs  the  general  health  of  the  children,  who  may  other- 
wise be  healthy  and  well  nourished.  The  duration  of  eczema 
ranges  between  six  and  eight  weeks,  but  it  may  persist  for 
months  and  years.  During  acute  diseases,  such  as  pneumonia, 
or  after  great  loss  of  vital  fluids,  as  in  profuse  diarrhea,  there 
is  at  times  a  tendency  on  the  part  of  the  eczema  temporarily  to 
heal.  The  affection  sometimes  extends  over  the  scalp,  into 
the  nose,  eyes,  and  ears. 

Opinions  differ  as  to  the  origin  of  eczema.  Some  authori- 
ties believe  that  it  is  always  scrofulous  in  nature.  This  is  cer- 
tainly not  so,  although  scrofula  often  plays  a  role.  The  mode 
of  feeding,  especially  overfeeding,  is  sometimes  responsible  for 
it  (very  fat  children  are  very  often  affected  by  eczema),  or 
faulty  feeding  in  general  which  gives  rise  to  dyspepsias. 
Eczema  is  sometimes  hereditary  in  a  family.  Dentition  is  also 
a  factor;  at  any  rate,  there  is  a  recurrence  of  an  attack  before 
and  disappearance  after  the  eruption  of  a  tooth.  But  in  chil- 
dren, as  in  eczema  in  adults,  there  are  many  other  etiological 
factors  which  must  also  be  considered.  Moreover,  the  puerile 
skin  is  very  sensitive,  and  even  the  slightest  irritation — for 
example,  hydropathic  procedures,  application  of  plasters,  oint- 
ments, etc.;  vermin  (pediculi),  the  sun,  sweat,  frequent  Avetting 
by  sputum,  vomitus,  stool,  urine,  and  secretions  of  the  nose 
and  ear;  also  slight  traumatism,  such  as  piercing  of  ears,  vaC' 
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cination,  etc. ;  even  wearing  of  woolens  on  the  bare  body — may 
produce  eczema.  Obstinate  eczema  not  rarely  follows  measles, 
scarlatina,  and  varicella.  That  all  these  etiological  factors  are 
especially  liable  to  excite  eczema  in  children  of  a  scrofulous 
diathesis  cannot  be  disputed.  Eczema  sometimes  seems  to  be 
contagious  in  nature  [eczema  parasiticuni]  ;  at  any  rate,  several 
members  of  the  same  family  are  not  infrequently  successively 
attacked  by  it. 

Eczema  affecting  older  children  may  appear  on  any  portion 
of  the  body,  although  the  face  and  head  are  the  usual  locations; 
the  latter,  however,  may  escape  and  other  parts  of  the  skin  be 
affected.  The  process  is  usually  very  tedious,  and  sometimes 
lasts  for  years.  Occasionally,  perhaps,  as  a  result  of  scratching, 
an  acute  attack,  with  severe  swelling,  redness,  and  pustular  for- 
mation, may  suddenly  occur  in  the  course  of  chronic  eczema 
(e.g. J  of  the  face).  According  to  Henoch,  these  pustules  may 
become  very  large  and  umbilicated,  and  greatly  resem])le  variola. 
Indeed,  some  cases  of  ^'generalized  vaccinia^'  are  perhaps  nothing 
more  than  eczema.  Finally,  eczema  may  be  accompanied  by 
hemorrhages  in  the  absence  of  trauma  (scratching)  as  they 
sometimes  occur  in  children  with  a  hemorrhagic  diathesis. 
The  blood  oozes  continuously  and  the  patient  may  even  bleed 
to  death  (Henoch  saw  three  deaths  from  this  cause). 

The  TEEATMEXT  of  cczcma  is  very  varied.  In  the  local 
treatment  it  is  best  to  follow  the  directions  of  Henoch.  First 
of  all,  the  etiological  factors  must  be  removed.  Scrofula  must 
be  treated,  irrational  feeding  changed,  vermin  destroyed,  irritat- 
ing secretions  met  with  the  most  scrupulous  cleanliness  and  as 
soon  as  possible  arrested,  etc.  Locally  cleansing  of  the  af- 
fected parts  is  of  primary  importance — i.e.,  removal  of  scabs, 
squama?,  etc.,  by  means  of  applications  of  codliver-oil ;  vase- 
lin,  pure,  or  with  1  per  cent,  of  salicylic  acid  ;  or  fomentations 
covered  with  oiled  silk  or  rubber  tissue.  After  loosening  the 
incrustations  the  parts  are  washed  twice  a  day  with  green  soap 
and  covered  with  Hebra's  ointment  (unguentum  plumbi  oxidi), 
or  by  an  ointment  of  salicylic  acid  (q.v.),  tannic  acid  (q.v.),  or 
boric  acid  (q.v.).  In  severe  inflammation  this  treatment  is  pre- 
ceded by  an  application  of  lead-water  or  2  to  5  per  cent,  of 
alnminium  acetico-tartrate  (q.v.).    In  local  eczema  also  unguen- 
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turn  hydrargyri  prsecipitati  albi  (0.5  to  15.0  [gr.  viii-5iv]).  In 
lid  eczema  "unguentum  hydrargyri  oxidi  flavi  (0.1  to  10.0  [gr.  iss- 
5iiss]).  All  these  ointments  are  to  be  fixed  by  bandages  (face- 
masks,  etc.). 

In  eczema  of  the  head  the  hair  is  first  shaved.  Scratching 
must  be  prevented  as  much  as  possible  by  long  sleeves  or  by 
severe  measures,  such  as  tying  the  arms  together.  In  the  later 
stages  of  eczema  tar  (q.v.)  must  also  be  resorted  to.  If  the 
skin  is  moist,  glistening,  infiltrated,  and  painful,  painting  with 
nitrate  of  silver  (2  to  5  per  cent.)  before  the  application  of  an 
ointment  is  very  serviceable.  In  very  chronic  cases  internal 
medication  is  indicated,  of  which  Fowler's  solution  is  best,  also 
Eoncegno  or  Levico  water  (1  teaspoonful  once  or  twice  daily), 
and  in  scrofulous  children  syrup  of  the  iodid  of  iron.  "Sool" 
baths  are  too  irritating,  and,  if  baths  are  desirable,  bran  or  rather 
sulphur  baths  may  be  used.  In  some  cases  of  eczema  an  entirely 
expectant  method  of  treatment  is  often  sufficient.  Thus,  some 
cases  of  facial  eczema  of  small  children  sometimes  heal  with 
remarkable  rapidity  by  simple  codliver-oil  applications. 
Biedert  recommends  especially  an  ointment  with  zinc  oxid 
(q.v.).  Lassar's  paste  (see  "acidum  salicylicum")  also  at  times 
acts  excellently.  Baginsky  recommends,  especially  in  dry 
eczema,  a  zinc-tar  ointment  (see  ^^Zinc  Oxid^')  or  that  of  silver 
nitrate. 

IJ  Argenti  nitratis 4.0  [3j]. 

Balsami  Peruviani   40.0  [3x]. 

Vaselini  flavi ad  100.0  [giij]. 

In  very  severe  itching  that  does  not  disappear  under  this 
treatment  a  ''cooling  ointment"  (q.v.)  or  salicylic  alcohol  (1  per 
cent.)   must  be  resorted  to. 

In  very  moist  eczema  dusting  powders,  such  as  dermatol  (1 
to  1  or  10),  xeroform  (pure),  or  tannoform  (1  to  4  or  5)  [aris- 
tol]  may  be  employed;  the  same  are  to  be  used  also  in  form  of 
an  ointment  (5  to  10  per  cent.).  Eecently  ^^naftalan"  ointment 
has  frequently  been  lauded  and  also  iodovasogen  (6  per  cent.), 
especially  in  scrofulous  eczema.  The  most  recent  method  of 
treatment  of  chronic  eczema  consists  in  the  use  of  x-rays. 
J]xperience  with  it  is,  however,  as  yet  limited. 
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[The  following  ointment  has  proved  very  effective  in  the 
treatment  of  acute  or  subacute  eczema  of  children  at  the  baby's 
ward  of  the  New  York  Post-graduate  Hospital: — 

IJ  Zinci  oxidi, 

Pulveris  cretse aa  16.0  (oiv). 

Mix  and  add  with  constant  stirring: — 

Oleum  lini  (hot), 

Liq.  plumbi  subacet.  dil aa     8.0    (3ij). 

Sheffield.] 

Psoriasis  very  rarely  occurs  before  the  sixth  year  of  life. 
An  hereditary  disposition  is  often  demonstrable,  and  many 
children  of  psoriatic  parents  are  attacked  by  this  disease. 

In  the  treatment  of  psoriasis  it  is  best  to  avoid  the  use  of 
pyrogallic  acid  or  naphthol,  owing  to  their  toxic  qualities,  and  to 
employ  rather  chrysarobin  (1  to  10  or  15  parts  of  vaselin) 
rubbed  in  with  a  hard  hair-brush,  after  previous  removal  of  the 
scales  by  means  of  green  soap.  Ichthyol  ointment  (from  5  to 
10  per  cent.)  often  acts  very  well.  Internally,  arsenic  may  be 
tried  [should  be  continued  for  several  months — Sheffield]. 
Thyroid  therapy  has  proved  successful  in  some  cases.  In  very 
stubborn  cases  mineral  baths  are  worthy  of  consideration. 

Herpes. — Herpes  glosso-labialis  appears  also  in  children  in 
the  course  of  various  infectious  diseases,  such  as  pneumonia, 
cerebro-spinal  meningitis,  acute  gastro-intestinal  affections,  an- 
gina, diphtheria,  etc.  Herpes  zoster  is  sometimes  observed  even 
in  infancy,  and  involves  especially  the  intercostal  and  pudendal 
nerves,  the  brachial  plexus,  etc.  The  pain,  however,  is  not  as 
severe  as  in  adults;  in  fact,  it  may  be  absent  and  usually  sub- 
sides under  ordinary  treatment  (dusting  powders,  Unna^s 
plaster) .  It  sometimes  leads  to  pustulation  and  deep  ulceration, 
which  heal  slowly.     [For  "Herpes  Tonsurans"  see  "Tinea.^*] 

Intertrigo  is  an  inflammation  of  the  skin  which  usually 
manifests  itself  by  redness  and  mild  swelling  of  the  skin  and 
later  by  an  exudation.  The  skin  at  first  appears  red,  dry,  and 
glossy,  and  soon  becomes  moist  and  sticky.  Isolated  vesicles  or 
papules  appear  and  the  epidermis  desquamates  and  macerates. 
Intertrigo  is  usually  caused  by  irritation  of  the  skin,  such  as 
pressure,  friction,  action  of  the  sun,  and  wetting  by  irritating. 
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decomposing  secretions  and  excretions, — e.g.,  sweat,  diarrheal 
stools,  sputum,  urine, — and  irritating  ointments.  Deficient  nu- 
trition and  uncleanliness  act  as  predisposing  causes.  The  affec- 
tion occurs  with  predilection  in  regions  where  opposed  surfaces 
rub  against  each  other,  and  between  folds  of  the  skin,  especially 
in  fat  children.  Children  of  the  poorer  classes  are  particularly 
prone  to  this  affection,  but  other  children  also  manifest  marked 
tendency  toward  intertrigo;  so  that  if  extraordinary  care  is  not 
taken  it  very  often  develops  and  extends  over  large  surfaces.  In 
neglected  cases,  papules,  abscesses,  and  ulcerations  may  develop 
beneath  the  intertrigo  and  later  lead  to  the  erroneous  diagnosis 
of  syphilis. 

The  TREATMENT  of  intertrigo  should  begin  with  strict 
cleanliness  and  removal  of  the  etiological  factors.  The  in- 
flamed portions  of  the  skin  should  be  frequently  dusted  with 
zinc  or  salicylic  acid  powder  (see  "Acidum  Salicylicum^^  and 
"Zinc  Oxid")  or  with  the  newer  antiseptic  astringents,  such  as 
dermatol,  xeroform  [aristol,  europhen],  tannoform,  nosophen, 
etc.  Absorbent  cotton  should  be  placed  between  opposed  sur- 
faces, or  the  cotton  should  be  covered  with  a  simple  ointment 
(boric  acid  or  zinc  lanolin,  etc.).  As  a  rule,  intertrigo  heals 
quickly  under  this  method  of  treatment.  The  usual  baths 
should  be  discontinued  for  a  while.  If  baths  are  desired,  bran 
baths  are  to  be  given,  or  bolus  albus  [see  '^'Argilla  Pulvis^^]  (50 
to  100  grams)  is  added.  In  very  extensive  intertrigo  corrosive 
sublimate  baths  (0.5  to  1  gram  [gr.  viiss  to  xv])  prove  very 
serviceable.  In  very  obstinate  cases  painting  with  silver  nitrate 
(2  per  cent.)  or  corrosive  sublimate  (0.05  to  100.0  [gr.  Y^  to 
giij])  is  deserving  of  trial.  [The  dusting  powde.rs  and  salves 
are  best  removed  with  ordinary  sweet  oil.] 

Prurigo  is  not  rarely  observed  in  children  in  the  first  few 
years  of  life.  The  symptoms  and  course  are  the  same  as  in 
adults,  except  that  there  is  usually  less  disturbance  of  the 
general  condition.  This  disease  sometimes  begins  with  urti- 
caria. It  is  therefore  important  to  pay  attention  to  every  ob- 
stinate case  of  urticaria,  in  order  to  obviate  the  development  of 
prurigo. 

The  ETIOLOGY  is  obscure.  The  patients  sometimes  de- 
scend from  tuberculous  parents.    In  some  cases  it  is  due  to  dia- 
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betes.  Escherich  often  found  prurigo  in  conjunction  with 
status  lymphaticus. 

Tkeatment. — Daily  warm  bath  of  from  one  to  two  hours' 
duration;  also  soap  and  sulphur  baths,  in  addition  to  hypoder- 
mics of  pilocarpin  (0.002  to  0.02  [gr.  V30  to  Vs]  gradually  in- 
creased);,  or,  in  small  children,  syrup  of  jaborandi  (from  1  to  2 
teaspoonfuls  a  day),  to  stimulate  perspiration.  To  relieve  itch- 
ing: Washing  with  an  acetic  acid  solution  (from  5  to  10  per 
cent.),  followed  by  painting  with  glycerin.  The  application  of 
ointments  of  ichthyol  (from  5  to  10  per  cent.)  [or  epicarin 
(Kaposi)]  or  naphthol  (q-v.)  is  also  useful.  Internally:  ar- 
senic; also  iodothyrin  has  frequently  been  successfully  admin- 
istered. Prurigo  sometimes  disappears  with  second  dentition 
(Baginsky). 

Pediculi  [Capitis]  (Head-Lice)  are  very  frequently  found 
in  children,  especially  in  public  schools.  The  irritation  caused 
by  scratching  produces  and  keeps  up  obstinate  eczematous  erup- 
tions on  the  head  and  neck,  which  if  neglected  may  also  involve 
other  regions  of  the  body,  cause  conjunctivitis,  glandular  en- 
largement, etc.  Under  these  circumstances  the  condition  may 
be  mistaken  for  a  typical  case  of  scrofula.  On  removal  of  the 
cause,  however,  the  symptoms  rapidly  disappear.  The  pedic- 
uli are  best  destroyed  by  petroleum.  After  careful  cleansing 
of  the  scalp,  clipping  of  the  hair,  washing  with  soft  green  soap, 
etc.,  and  softening  of  crusts,  if  present,  with  oil,  the  scalp 
should  be  washed  with  petroleum  for  three  successive  evenings 
and  covered  with  a  cap  fitting  snugly  to  the  neck.  The  next 
morning  the  head  should  be  washed  with  warm  water  contain- 
ing a  little  soda  and  then  thorouglily  combed.  After  removal 
of  the  pediculi  it  is  often  necessary  to  treat  the  remaining 
eczema. 

Scabies  [The  "Itch"]  occurs  also  in  children  of  better  cir- 
cumstances [but  is  quite  common  among  poor  children].  It  is 
sometimes  even  observed  in  very  young  infants.  The  mode  of 
infection  is  often  entirely  obscure.  [The  eruption  is  usually 
localized  in  places  where  the  skin  is  thinnest — viz.,  between  the 
fingers,  on  the  flexor  surfaces  of  the  wrists,  the  axillae,  etc. — 
Sheffield.]  The  localization  is,  however,  not  as  limited  in 
children  as  in  adults ;  otherwise  scabies  runs  an  identical  course. 
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It  is  frequently  unrecognized  in  the  acute  condition,  and,  there- 
fore, often  becomes  chronic,  when  it  may  be  mistaken  for  chronic 
eczema. 

Teeatment. — After  a  warm  bath  [thorough  scrubbing 
with  green  soap}  for  several  nights  (three  usually  suffice), 
balsam  of  Peru  (q.v.)  or  the  less  expensive  styrax  (q.v.)  should 
be  applied.     [The  following  ointment  is  very  useful: — • 

IJ  Epicarini    4.0  (3j ). 

Iclithyolis    4.0   (3j). 

Sulphuris  praecipitati 8.0   (5ij). 

Unguenti  petrolati   30.0  (Sj ) . 

M.    Sig.:    To  be  applied  after  a  warm  bath. — Sheffield.] 

Also  naphthol  (q.v.)  and  creolin  (q.v.)  are  effective.  The  in- 
unction is  followed  by  warm  baths.  The  patient's  clothes  and 
underwear  [and  bedding]  should  be  disinfected  by  boiling  [or 
dry  heat]  ;  articles  which  cannot  be  boiled  should  be  disinfected 
with  sulphur  and  aired  for  twelve  days.  All  inmates  of  the  house 
should  be  examined  [and  treated]  for  scabies,  otherwise  the 
scabies  may  recur  through  contact. 

"Creeping  Disease"  is  a  skin  disease  which  is  frequently  ob- 
served in  Eussia.  It  is  manifested  by  burning  and  itching 
(therefore  restlessness  and  insomnia)  and  a  fine,  red,  elevated 
streak,  which  progresses  from  day  to  day  in  interrupted  out- 
breaks (straight  or  in  zigzag  form).  It  is  due  to  a  parasite, 
probably  the  larva  of  a  diptera  (horse-fly,  Gastrophilus  equinus), 
which  deposits  its  eggs  in  the  summer  on  the  hair-shaft  of 
horses.  From  here  the  desiccated  larv^  invade  the  alimen- 
tary canal  of  the  horse,  where  they  remain  for  from  six  to 
seven  months,  and  reach  the  ground  with  the  feces.  A  few 
weeks  later  they  creep  out  as  flies.  The  parasite  infests  human 
beings — e.g.,  children  who  play  naked  on  the  ground.  It  begins, 
therefore,  with  the  nates,  more  rarely  upon  other  parts,  but 
never  with  parts  covered  by  clothing.  Sometimes  several  of  them 
infect  the  skin  at  once  and  give  rise  to  several  separate  foci. 
Such  a  case  was  seen  by  Kaposi  (1898)  in  a  child  2  Y2  years  old. 
Eille  observed  (1895)  the  affection  in  two  children  (2  and  2  V2 
years  old,  respectively).  In  one  of  them  a  cure  was  effected 
by  excision  of  two  pieces  of  skin — the  terminal  paths  of  the 
parasite;   the  other  case  recovered  spontaneously. 
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[Tinea  Trichophytina  (Ringworm)  is  pre-eminently  a  dis- 
ease of  young  life.  It  is  highly  contagious,  and  often  spreads 
with  great  rapidity  and  obstinacy  in  schools  and  asylums  where 
the  young  are  congregated. 

Kingworm  in  children  may  conveniently  be  studied  under 
two  different  heads : — 

Tinea  Trichophytina  Capitis  (Herpes  Tonsurans, 
EiNGWORM  OF  THE  ScALp) . — It  is  manifested  by  the  appear- 
ance of  ring-shaped,  scaly,  circumscribed,  somewhat  elevated, 
red  or  gray  patches.  The  hair  over  the  affected  spots  becomes 
loose  and  brittle  and  gradually  falls  out,  leaving  bald,  shiny 
patches.  The  eruption  is  at  times  accompanied  by  severe  local 
inflammation  and  exudation  of  a  viscid,  gelatinous  secretion — 
tinea  kerion. 

Tinea  Trichophytina  Corporis  (Herpes  Circinatus, 
EiNGWORM  of  the  Body)  . — Small,  circular,  scaly  spots,  which 
rapidly  spread  peripherally  and  clear  in  the  center.  They  often 
attain  one-half  an  inch  in  diameter.  The  rings  occasionally 
coalesce,  forming  serpiginous  lesions. 

Treatment. — Eingworm  of  the  body  generally  yields  rap- 
idly to  local  destruction  of  the  parasite  by  means  of  iodin,  mer- 
cury, sulphur,  salicylic  acid,  or  epicarin.  In  older  children 
glacial  acetic  acid  will  be  found  of  value. 

Eingworm  of  the  scalp  sometimes  resists  all  forms  of 
treatment  for  years;  hence,  great  efforts  should  be  made  to 
prevent  further  spread  of  the  disease  and  to  begin  an  energetic 
method  of  treatment  as  early  as  possible. 

Prevention  of  further  spread  of  the  disease  in  large  insti- 
tutions where  great  numbers  of  inmates  are  packed  in  com- 
paratively small  rooms  often  baffles  the  skill  of  those  in  charge. 
Isolation  is,  of  course,  the  ideal  remedy,  but  is  not  always  feasi- 
ble under  such  conditions.  In  asylums,  etc.,  the  hair-clipper, 
while  an  admirable  time-saving  instrument,  is  one  of  the  prin- 
cipal means  by  which  contagion  is  carried.  To  avoid  this  the 
following  rules  should  be  observed: — 

1.  Separate  clippers  must  be  used  for  the  healthy  and  dis- 
eased inmates. 

2.  Before  clipping  the  hair  the  healthy  inmates  must  be  ex- 
amined for  ringworm  of  the  scalp  and  suspicious  cases  isolated. 
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3.  At  least  six  clippers  must  be  kept  on  hand,  all  thor- 
onghly  boiled  at  first,  and  those  not  in  use  must  be  placed  in  a 
5-per-cent.  solution  of  carbolic  acid  while  the  clipping  is  going 
on. 

4.  Immediately  after  clipping  the  hair  it  is  of  great  service 
thoroughly  to  wash  the  heads  of  all  the  healthy  inmates  with 
green  soap. 

Infection  among  the  affected  inmates  spreads,  as  with  the 
healthy  ones,  by  means  of  the  clippers  and  also  through  the 
caps,  if  such  are  used.  Yery  seldom  do  the  nurses  strictly 
obey  the  order  given  by  the  physician — that  one  patient  should 
not  receive  the  cap  of  his  comrade;  and  we  find  too  often  that 
the  caps  are  changed,  so  that  a  patient  with  only  one  affected 
spot  gets  a  cap  of  a  patient  with  numerous  infected  areas. 
This  fact  alone  is  of  sufficient  import  to  deprecate  the  use  of 
caps  and  makes  the  method  of  treatment  to  be  spoken  of  much 
more  valuable. 

In  an  epidemic  of  nearly  four  hundred  cases  of  ringworm 
of  the  scalp  I  found  the  following  method  of  treatment  very 
efficient : — 

I^  Acidi  carbolici, 

Olei  petrolati  crudi aa     60.0   (§ij). 

Tincturse  iodi, 

Olei  ricini  aa  110.0   (giiiss). 

Olei  rusci    (German) q.  s.  ad  500.0   (Oj). 

After  clipping  the  hair  close  to  the  scalp  this  mixture  is 
applied  over  the  entire  scalp — more  thickly  over  the  affected 
spots — by  means  of  a  painter^s  brush,  once  a  day  for  five  suc- 
cessive days.  On  the  sixth  day  it  is  wiped  off  with  a  rag  dipped 
in  plain  olive-oil;  the  hair  is  again  clipped  and  the  scalp 
washed  thoroughly,  but  gently,  with  green  soap  and  a  soft  nail- 
brush, care  being  taken  that  all  the  scales  and  loose  hair  cover- 
ing the  scalp  are  removed.  No  epilation  is,  as  a  rule,  necessary. 
On  the  seventh  day  the  mixture  is  reapplied  as  thickly  as  before, 
and  the  whole  process  repeated  regularly  for  three  or  four  suc- 
cessive weeks,  the  length  of  time  depending  upon  the  severity  of 
the  case.  New  hair  now  begins  to  appear,  and  no  trichophyton 
fungi  can  be  discovered  in  the  hair  epilated  for  microscopical 
examination. 
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These  procedures  are  followed  by  a  few  days'  application  of 
a  10-per-cent.  sulphur  ointment,  and  then  by  the  use  of  the 
following  preparation  for  about  two  weeks: — 

Resorcini, 

Acidi  salicylic!   aa     16.0  (3iv). 

Alcoholis   120.0  (Siv). 

Olei  ricini   500.0  (Oj). 

This  mixture  considerably  hastens  the  growth  of  the  hair 
on  the  bald  spots.  In  cases  where  isolation  is  impracticable  or 
impossible,  as  often  happens  in  private  families,  this  resorcin 
mixture  serves  as  an  excellent  substitute.  I  ol:>served  that, 
when  it  was  superficially  applied  to  the  healthy  heads  coming 
in  direct  contact  with  the  ringworm  patients,  no  infection  took 
place. 

Eeeently  Kaposi  and  Van  Harlingen,  among  others,  have 
found  in  epicarin  a  very  valuable  remedy  in  ringworm  of  the 
scalp.  According  to  Van  Harlingen,  epicarin,  used  preferably 
in  the  form  of  a  tincture  of  from  10-  to  20-per-cent.  strength 
and  after  epilation,  appears  to  act  more  rapidly  than  any  of  the 
remedies  heretofore  employed  in  restoring  the  hair  to  a  normal 
condition. — Sheffield.] 

Chloasma. —  [Tinea  Versicolor  (Liver  Spots)  is  a  fungous 
(Microsporon  furfur)  disease  of  the  skin  characterized  by 
patches  of  brown  color. — Sheffield.]  It  is  removed  by  the 
application  of  alkaline  spiritus  saponis.  The  action  of  un- 
guentum  hydrargyri  pr^ecipitati  albi  (q.v.)  is  more  energetic. 
[Or  the  following : — 

IJ  Acidi  salicylici 1.0  (gr.  xv). 

Epicaiini    1.0   {gr.  xv). 

Sulphuris  praeeipitatis 4.0   (3j). 

Lanolini 30.0   (§j) . 

Sheffield.] 

Acne  (Acne  Sebacea  s.  Simplex)  is  generally  observed  at 
puberty  and  occurs  particularly  upon  the  face,  back,  and  shoul- 
ders. In  mild  cases  the  teeatment  consists — in  addition  to  the 
removal  of  possible  causes,  such  as  anemia,  chlorosis,  etc.,  and 
prophylactic  expression  of  comedones,  by  means  of  watch-key 
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or  comedo  extractor — of  frequent  rubbing  with  spiritns  saponis. 
Hebra^s  sulphur  salve  (see  "Sulphur^^)  also  may  be  applied  even- 
ings, after  washing  with  soap  and  water.  Some  authorities 
recommend  sponging  with  acetic  acid  (q.v.).  In  severe  cases 
SchaeFs  method  is  to  be  used :  For  three  successive  days  apply 
a  layer  (the  thickness  of  the  dull  edge  of  a  knife-blade)  of  a  paste 
of  naphthol-sulphur  (see  "Naphthol"),  wipe  it  off  after  half  an 
hour  with  a  soft  cloth,  then  powder  the  affected  surface.  After  a  - 
few  days  the  salve  can  be  again  applied,  if  necessary.  As  an 
adjuvant  resorcin  salve  (see  ^'Eesorcin^')  may  be  applied  in  the 
evening.     In  very  severe  cases  scarification  must  be  resorted  to. 

In  small  children,  especially  if  delicate,  ill  nourished,  and 
run  down  through  sickness,  reddish,  livid  pimples  sometimes  de- 
velop, especially  upon  the  back,  which  either  subside  gradually 
or  degenerate  into  nodular  ulcerations  (acne  cachecticorum) 
and  heal  with  difficulty. 

Tkeatment. — General  hygiene,  especially  rational  atten- 
tion to  the  skin  and  feeding.  Local  bathing  with  potassium 
permanganate.  Also  application  of  boric  acid  ointment  [still 
better,  5-per-cent.  ichthyol  ointment].  In  ulcer  formation,  a 
2-per-cent.  ointment  of  silver  nitrate  locally.  Trial  with  small 
doses  of  arsenic.  [Th.  G.  Lusk  prefers  in  acne  the  following 
lotion,  which  is  known  as  "lotio  alba  composita^^: — • 

I^  Zinci  siilphatis, 
Potassii  sulpliiireti, 

Sulphuris    prsecipitati aa      4.0   (3j). 

Alcoholis   q.  s. 

Aquae  rosae ad   120.0   (Siv). 

The  zinc  and  potassium  are  each  to  be  dissolved  in  half  the 
quantity  of  rose-water  and  the  potash  solution  added  to  the 
zinc  solution  with  constant  stirring;  sufficient  alcohol  is  added 
to  the  sulphur  to  make  a  thin  paste,  which  is  then  incorporated 
with  the  other  solution. 

The  lotion  should  be  thoroughly  sopped  on  the  face  twice 
daily.  When  the  stimulation  and  peeling  become  too  severe, 
the  lotion  should  be  stopped  for  a  while  and  cold  cream  or 
other  emollient  applied. — Sheffield.] 


DISEASES  OF  THE  SKIN.  441 

Ecthyma  is  classed  by  some  authors  with  eczema,  by  others 
as  au  independent  skin  disease.  It  is  characterized  by  large, — 
up  to  the  size,  of  a  pea, — isolated,  or  grouped  (especially  on  the 
nates  and  thighs)  pustules,  surrounded  by  a  red  zone,  and  is 
very  often  combined  with  eczema.  It  occurs  also  alone,  par- 
ticularly in  scrofula,  and  in  healthy,  but  uncleanly,  children. 

The  TREATMENT  is  the  same  as  in  eczema.  The  vesicles 
dry  up  and  form  blackish-brown  scabs,  leaving  behind  red  spots. 

Large  and  soft  pustules  are  sometimes  seen  in  ill-fed, 
cachectic  children  whose  health  has  been  undermined  by  acute 
or  chronic  diseases  (rupia  cachectica).  After  bursting  of  the 
pustules  deep  ulcerations  follow,  resembling  punched-out  holes, 
which  enlarge  gradually  in  depth  and  circumference  and  heal 
very  slowly  with  scar-formation.  It  sometimes  ends  in  gan- 
grene of  the  skin  and  death. 

Furunculosis  often  affects  small  scrofulous  or  cachectic  chil- 
dren debilitated  by  diseases  (profuse  diarrhea!).  Frequently 
furunculosis  is  met  in  connection  with  acne,  scabies,  and 
eczema  [from  infection  by  scratching].  Numerous  nodules  de- 
velop and  gradually  break  spontaneously.  They  usually  con- 
tain no  hard  core,  but  thick  yellow  fluid  mixed  with  bloody  pus, 
and  may  by  confluence  (negligence)  lead  to  large  suppurations 
of  connective  tissue,  greatly  impair  nutrition,  and  give  rise  to 
atrophy  and  death.  The  treatment  consists  in  early  daily 
incisions  of  the  newly  developed  furuncles  (no  matter  how 
many  there  be),  expression  of  the  contents,  and  packing  with  a 
little  iodoform  gauze.  The  dressing  is  held  in  place  by  collo- 
dion [or  adhesive  plaster].  With  this  method  of  treatment  the 
furuncles  gradually  diminish  in  number  and  finally  disappear. 
In  order  to  remove  them  earlier,  baths  containing  permanga- 
nate of  potassium  or  bichlorid  of  mercury  may  be  tried,  also 
arsenic  [ichthalbin]  internally.  Furunculosis  not  infrequently 
occurs  also  in  larger  children  and  is  often  due  to  tuberculosis. 
Here,  as  a  rule,  painless  "cold"  abscesses  develop  which  are 
ultimately  covered  by  thin,  bluish  skin.  Some  of  them  break 
spontaneously,  but  soon  new  fistulre  and  ulcers  are  established 
which  greatly  undermine  the  system.  Large  infiltrations  are 
usually  softened  by  emplastrum  hydrargyri  or  by  small  Priess- 
nitz  compresses  with  corrosive  sublimate  (a  0.2-per-cent.  subli- 
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mate  solution  is  covered  by  rubber  tissue,  absorbent  cotton,  and 
bandage  or  collodion).  Abscesses  and  fistulse  are  freely  in- 
cised, scraped,  and  dusted  with  iodoform  [or.  aristol].  In 
multiple  listulaD  the  internal  use  of  ichthalbin  is  now  recom- 
mended. 

Nevi.  —  Nevi  Pigmentosi  (Pigmented  Birth-marhs)  are 
congenital  anomalies  of  the  skin-pigment  which  may  appear  as 
yellow,  brown,  blue,  black,  or  gray  spots.  They  may  also  de- 
velop in  later  years,  sometimes  not  until  puberty.  These 
maculae  are  sometimes  prominent  and  their  surface  coarsely 
wrinkled  and  covered  by  hair  [nevi  pilosi].  The  abnormal 
portions  of  the  skin  are  sometimes  quite  large  and  extend  over 
a  large  area  of  the  body,  or  they  are  at  first  small  and  often 
progress  very  rapidly.  Early  removal  is  therefore  indicated. 
This  is  accomplished  by  corrosive  sublimate  collodion,  scarifica- 
tion (see  "Angioma"),  or  excision.  (For  discussion  of  nevi 
flammei  see  "Angioma.") 

Angiomas  belong  to  the  congenital  circumscribed  dilata- 
tions of  the  blood-vessels  (capillaries,  venules,  and  arteries)  of 
the  skin  and  of  the  subcutaneous  tissue,  with  simultaneous  in- 
crease in  their  number.  To  these  belong  also  nevi  flammei  (s. 
vasculosi)  and  the  telangiectases,  which  are  practically  the 
same  as  the  former  and  are  distinguished  only  by  their  dimen- 
sions,  the  number  of  participating  vessels,  the  mode  of  disten- 
sion, etc.  Telangiectases  are  usually  small,  flat,  superficial, 
radiating,  pink  to  bluish-red  patches,  composed  of  a  fine  vascu- 
lar network.  Nevi  are  bluish-red  to  dark-blue,  flat  or  some- 
what elevated  neoplasms,  as  a  rule,  of  larger  extent.  Angio- 
mata  are  true  vascular,  spongy  tumors,  raised  above  the  skin 
dnd  containing  hollow  spaces  filled  with  blood.  All  ha\^e  a 
tendency  to  enlarge  rapidly  (only  rarely  spontaneous  diminu- 
tion or  involution),  and  there  is  danger  of  ultimate  sarcomatous 
degeneration.  Therefore  their  removal  as  early  as  possible  is 
imperative.  Unfortunately  this  is  often  impossible  in  nevi, 
for  they  are  generally  of  considerable  size  from  the  beginning. 
Small  ones  are  usually  rapidly  removable  by  sublimate  collodion 
(1  to  8  or  10)  which  is  applied  several  days  in  succession 
(sometimes  one  application  suffices),  after  which  a  crust  forms 
that  heals  almost  without  suppuration  and  falls  off  within  from 
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two  to  three  weeks,  leaving  behind  a  small,  barely  visible  scar. 
The  same  is  the  case  with  telangiectases.  Fuming  nitric 
acid  and  vaccination  (five  to  ten  scarifications)  are  also  good 
remedies.  Vaccination,  however,  is  apt  to  produce  ugly  scars, 
and  is  more  suitable  in  angioma,  but  here  the  thermocautery  or 
galvanocautery,  electrolysis,  or  excision  act  with  more  cer- 
tainty. Blaschko  recently  recommended  injections  of  tincture 
of  chlorid  of  iron  as  painless  and  effective.  He  injects  every 
two  or  three  days  V2  to  1  Pravaz  syringeful  of  the  following: — 

I^  Liquoris  ferri  sesqiiichloiidi, 

Zinci  chloridi aa  1.0  [gr.  xv]. 

Cocainae  murlatis   0.1  [gr.  iss]. 

Aquae  destillatse   ad  10.0  [Siiss]. 

Dermoid  Cysts  occur  also  in  children — e.g.,  on  the  neck,  as 
remnants  of  the  brachial  ducts,  beneath  the  angle  of  the  lower 
jaw,  or  in  the  supraclavicular  space.  They  may  be  so  tense  as 
to  be  mistaken  for  solid  glandular  tumors.  They  are  also  ob- 
served on  the  eye,  especially  at  the  inner  angle,  and  may  be 
mistaken  for  brain  herni^e.  Sometimes  they  extend  deeply 
inward  and  displace  the  bulb.  They  occur  also  on  various 
parts  of  the  skin.  The  two  cases  of  cysts  observed  by  Trzebicki 
in  two  Jewish  boys  beneath  the  circumcision  cicatrix,  must  be 
looked  upon  as  rarities. 

Verrucae  [Warts]  in  children,  as  in  adults,  are  treated  with 
local  applications  of  nitric  or  chromic  acid,  or  electrolysis,  and 
arsenic  internally.  Sometimes  they  are  successfully  removed 
by  sympathetic  cures.  This  is  not  at  all  miraculous,  as  ver- 
rucae are  often  trophoneurotic  in  nature.  There  is  good  reason 
to  believe  that  [some]  warts  are  contagious,  and  may  be  trans- 
mitted by  contact,  inoculation,  etc. 

Warts  are  also  congenital  and  of  neuropathic  nature. 
They  are  often  described  under  different  names:  nevus  papil- 
laris, verrucosus,  unius  lateris,  neuroticus,  papilloma  neuro- 
pathicum,  trophic  nerve-nevus.  They  are  warty,  more  or  less  flat 
or  papillary  condylomatous  growths  (pigmented  or  nonpig- 
mented  moles),  and  are  usually  localized  on  one  half  of  the 
body  and  generally  along  the  regions  supplied  by  one  or  sev- 
eral cutaneous  nerves.     iNTerve  alterations  have  so  far  not  been 
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observed ;  neither  have  any  microscopical  relations  of  the  nerve- 
elements  been  determined. 

Tkeatment. — Excision  or  thermocauterization.  Recur- 
rences or  malignancy  have  never  been  observed.  Recovery  is 
occasionally  spontaneous. 

Gangrene  of  the  Skin  may  be  dne  to  external  canses,  such 
as  pressure,  application  of  carbolic  acid,  etc.,  or  form  a  sequel 
of  infectious  diseases.  It  is  occasionally  very  extensive,  espe- 
cially after  measles,  scarlatina,  or  influenza,  and  may,  particu- 
larly in  the  extremities,  extend  very  deeply,  so  that  amputation 
is  the  only  means  of  saving  the  child^s  life.  In  scrofulous,  tu- 
berculous, and  atrophic  children  abscesses  sometimes  occur  at 
different  points  for  a  long  time,  which  have  a  tendency  to  gan- 
grene. Gangrene  of  the  skin  is  occasionally  also  congenital  and 
is  probably  due  to  abnormal  pressure  on  the  part  of  the  uterus 
(deficiency  of  liquor  amnii). 

The  PROGNOSIS  is  bad. 

The  TREATMENT  of  gangrene  of  the  skin  in  children  is  the- 
same  as  in  adults.  Symmetrical  gangrene  is  described  under 
"Raynaud's  Disease.'^ 

Raynaud's  Disease. — Cases  of  Raynaud's  disease  in  children 
are  on  record.  This  quite  obscure  affection  of  trophoneurotic 
nature  is  characterized  by  symmetrical  gangrene  of  certain  por- 
tions of  the  body  (fingers  and  toes,  and  more  rarely  the  ear  and 
nose) .  Usually  it  is  preceded  by  a  stage  of  local  syncope  (the  af- 
fected parts  become  pale  and  cold),  hypesthesia;  more  rarely, 
hyperesthesia  and  neuralgiform  pain;  and  later  by  asphyxia. 
The  affected  parts  appear  livid  and  cyanotic,  and  vesicles  with 
sero-purulent  contents  develop.  It  is  finally  followed  by  mum- 
mification, which  causes  destruction  of  whole  toes,  the  tip  of 
the  nose,  etc.  The  process  sometimes  pursues  an  acute  course, 
in  two  to  three  weeks,  and  occasionally  even  in  the  manner  of 
an  infectious  disease  with  fever,  splenic  tumor,  hemoglobinuria, 
etc.    It  sometimes  pursues  a  chronic  course. 

The  ETIOLOGY  is  yet  obscure.  Anemic  and  nervous  indi- 
viduals are  more  susceptible  to  Raynaud^s  disease.  Injuries, 
punctures,  colds,  loss  of  vital  fluids  (habitual  epis taxis),  and  in- 
fectious diseases — such  as  influenza,  diphtheria,  and  malaria — 
are  mentioned  as  etiological  factors.  It  is  seldom  dangerous  to 
life. 
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Tonics  may  be  tried,  but  are  generally  of  no  avail. 

Emphysema  Cutis  occurs  in  children  after  tracheotomy  or 
intubation,  and  also  as  a  result  of  violent  coughing  spells  {e.g., 
pertussis,  pneumonia,  etc.),  which  lead  to  rupture  of  the  lung. 
In  one  case  rupture  of  the  bronchial  mucous  membrane  was 
observed. 

The  TREATMENT,  in  addition  to  Priessnitz's  compresses, 
must  be  directed  chiefly  to  the  prevention  of  further  attacks 
of  coughing,  and  is  best  accomplished  by  means  of  morphin  or 
codein  [heroin],  aqua  amygdalae  amarae,  etc. 

Edema  Cutis  occurs  in  children,  not  only  in  heart  affections 
and  in  nephritis,  but  sometimes  even  without  either — absence  of 
albumin  in  the  urine  does  not  always  indicate  absence  of  kidney 
lesion !  It  occurs  in  exhausting  diseases,  such  as  phthisis, 
diarrhea,  dysentery,  etc.;  in  diseases  of  the  blood  (leukemia 
and  pseudoleukemia)  ;  also  after  erysipelas,  urticaria,  or  ery- 
thema multiforme,  which  may  have  passed  unnoticed ;  as  a  result 
of  compression  of  veins  (e.g.,  by  caseated  bronchial  glands)  ; 
and,  finally,  without  any  positive  causes.  Sometimes  edema 
occurs  periodically,  especially  in  conjunction  with  hemoglobi- 
nuria. 

Scleroderma  (Sclerema  Adultorum)  has  nothing  in  common 
with  sclerema  neonatorum.  It  occurs  also  in  nurslings,  but 
most  frequently  in  older  children.  It  is  a  rare  disease  of 
childhood,  particularly  of  boys.  The  etiology  is  as  yet  obscure, 
but  undoubtedly  is  neuropathic  in  nature.  Heubner  once  saw  it 
develop  after  scarlatina  and  pertussis.  Preceded  by  an  edema- 
tous swelling, — e.g.,  of  the  face, — some  parts  of  the  skin  become 
(sometimes  with  painful  sensations)  red  and  gradually  stiff. 
The  face,  for  example,  appears  glossy  and  tense,  and  the  mimic 
movements  are  impaired.  The  alteration  of  the  skin,  if  not 
immediately  involving  large  surfaces,  gradually  spreads  in  sym- 
metrical or  nonsymmetrical  patches,  which  become  confluent, 
and  the  skin  assumes  a  peculiar  consistency  resembling  paper, 
is  dry  and  grayish-brown,  and  exfoliates  readily.  It  can  be 
lifted  from  the  underlying  tissue  with  difficulty,  and  pits  on 
pressure  wdth  the  finger.  The  muscles  here  and  there  gradually 
atrophy;  fissures  and  ulcers  gradually  develop  and  motility  is 
hindered.     As  a  rule,  the  disease  does  not  develop  to  its  full 
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degree  in  children^  but  remains  stationary;  indeed,  it  is  even 
curable,  particularly  if  therapeutic  measures  are  employed  early. 
The  latter  consist  of  strengthening  diet,  prolonged  baths  (from 
91°  to  95°  F.),  fat  inunctions,  and  massage. 

Elephantiasis  is  very  rare  in  children;  isolated  eases,  how- 
ever, do  occur — e.g.^  elephantiasis  of  the  lips  in  recurrent  ery- 
sipelas of  the  face.  Congenital  elephantiasis  has  been  occasion- 
ally observed,  probably  as  a  result  of  invasion  by  Fehleisen's 
streptococci  from  the  maternal  placenta  during  fetal  life.  Un- 
der this  name  also  are  classed  large  angiomata,  lymphangiomata, 
or  neuromata  with  hypertrophy  of  the  skin  and  the  subcu- 
taneous connective  tissue,  which  have  nothing  in  common 
with  elephantiasis. 

Vitiligo  [Leucoderma] . — This  form  of  pigment  atrophy 
causes  white  patches  on  the  skin,  often  surrounded  by  dark,  pig- 
mented circles.  It  is  of  rare  occurrence  in  children.  It  was 
observed,  e.g.,  in  1896  by  Wladimirove,  upon  the  face,  with 
white  discoloration  of  the  eyelashes  on  the  left  side.  The 
etiology  is  sometimes  obscure.  Vitiligo  is  said  to  occur  in 
nervous  affections  and  after  typhoid,  scarlatina,  intermittent 
fever,  and  after  trauma.  Arsenic  sometimes  acts  favorably. 
Vitiligo  is  usually  incurable. 

[Xeroderma  Pigmentosum.  ■ —  Under  this  title  Kaposi,  in 
1870,  described  a  diffuse  atrophy  of  the  skin  affecting  young  pa- 
tients, from  the  first  year  to  adolescence.  It  is  a  family  disease, 
and  consanguinity  of  the  parents  seems  to  play  an  etiological 
role.  The  skin  eruption  is  manifested  by  brownish-yellow 
patches,  like  freckles,  with  depressions  resembling  the  cicatrices 
of  small-pox  lying  between  them.  The  disease  usually  involves 
the  face,  ears,  neck,  shoulders,  upper  part  of  chest,  arms,  and 
the  back  of  the  hands;  sometimes  the  legs  and  the  dorsum  of 
the  feet.  In  spots  the  skin  is  smooth,  flaky,  friable,  cracked, 
and  as  stiff  as  parchment;  it  gradually  becomes  eczematous,  fis- 
sured, and  ulcerated;  the  mouth  and  nostril  become  retracted 
and  ectropion  occurs.  In  quite  a  number  of  cases  tumors  de- 
velop.    The  patients  usually  die  young — under  20  years  of  age. 

Teeatment  is  generally  futile. — Sheffield.] 


XIX. 
Diseases  of  the  Eye. 


Blepharitis  is  observed  especially  in  scrofula  and  eczema 
of  the  head  and  face.  The  eczema  is  carried  to  the  eyelids  by 
means  of  the  fingers.  Further  spreading  may  be  prevented  by 
cleansing  the  hands,  use  of  the  nail-brush,  shortening  of  the 
nails,  and  attention  to  the  eczema.  Diseases  of  the  nose  and 
throat,  of  course,  must  be  treated  in  order  to  cure  the  blepliaritis. 
Additional  treatment:  loosening  of  crusts  with  vaselin  or  a 
warm  1-per-cent.  solution  of  sodium  carbonate,  the  application 
of  unguentum  hydrargyri  oxidi  flavi,  or  opening  of  the  little 
pustules. 

m  Acidi  salicylici 0.3   (gr.  v). 

Ungiienti  hydrargyri  oxidi  flavi 4.0   (3j). 

Unguenti  aquse  rosse 12.0   (3iij). 

Sheffield.] 

Blepharophimosis  is  formed  during  a  prolonged  attack  of 
(scrofulous)  keratitis  with  photophobia,  also  with  co-operation 
of  rhagades  in  the  external  angles.  It  interferes  with  healing  of 
the  keratitis  by  severe  rubbing  of  the  lids,  and  possibly  also 
retention  of  the  secretion.  The  slit  in  the  lid  must  therefore 
be  enlarged.  Biedert  recommends  the  method  practiced  by 
him  for  years,  which  also  proves  of  benefit  to  the  keratitis.  It 
may  eventual^  be  performed  unaided  and  without  narcosis. 
By  means  of  scissors  two  incisions  two  millimeters  apart  at  the 
proximal  end  and  from  five  to  six  millimeters  at  the  distal  end 
are  made  at  the  outer  angle,  beginning  at  the  palpebral  com- 
missure. This  triangular  flap,  with  its  base  attached  exter- 
nally, is  run  through  by  a  thread  passing  from  one  surface  of 
the  wound  to  the  other,  and  on  tightening  the  thread  is  fixed  at 
the  external  angle  in  such  a  manner  that  it  stands  between  both 
incisions  and  keeps  them  apart.     The  thread  is  fastened  with 
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collodion  to  the  temples,  and  an  iodoform  dressing  applied. 
The  flap  is  firmly  healed  after  from  two  to  three  days,  at  which 
time  the  suture  is  removed.  The  flap  shrinks  and  the  opening 
in  the  eyelids  becomes  normal  in  form. 

Dacryocystitis  occurs  as  frequently  in  children  as  in  adults. 
It  may  be  catarrhal,  purulent, — secondary  to  conjunctivitis  or 
acute  or  chronic  inflammatory  conditions  of  the  nose, — or  phleg- 
monous —  caused  by  periostitic  processes  in  the  nose,  carious 
teeth,  etc.  In  the  first  two  varieties,  if  timely  and  energetic 
treatment  (as  in  adults)  is  not  instituted,  it  may  lead  to  stric- 
ture of  the  naso-lacrymal  duct;  in  the  third  variety  to  perfo- 
ration by  the  pus  and  the  formation  of  fistulae. 

Conjunctivitis. — The  symptoms  of  conjunctivitis  in  chil- 
dren are  the  same  as  in  adults.  In  simple  catarrhal  conjunc- 
tivitis, washing  of  the  eyes,  several  times  daily,  with  boric  acid 
solution  (3  to  4  per  cent.),  aqua  chlori,  and  instillation,  every 
evening,  of  a  zinc  solution  (see  "Zinc  Sulphate^')  usually  suffice. 
In  simple  purulent  conjunctivitis  silver  nitrate  (2  per  cent.) 
must  be  resorted  to.  In  phlyctenular  conjunctivitis  it  is  neces- 
sary, in  addition  to  the  removal  of  such  causes  as  eczema  of  the 
head  or  face,  or  nasal  affections,  regularly  to  cleanse  the  eye  with 
bichlorid  solution  and  to  dust  the  phlyctenulge  with  calomel.  In 
cases  where  the  phlyctenulse  manifest  a  tendency  to  spread  to 
the  cornea,  and  in  those  beginning  to  improve,  white  precipitate 
ointment  is  preferable.  According  to  Baginsky,  severe  photo- 
phobia is  best  relieved  by  morphin  (0.001  to  0.0075  [gr.  Vg^ 
to  ^/g])  three  times  a  day,  the  dose  depending  upon  the  age  of 
the  patient. 

Follicular  conjunctivitis,  which  is  so  frequently  epidemic 
in  schools,  usually  runs  a  mild  course,  but  it  nevertheless  calls 
for  certain  prophylactic  measures.  The  healthy  children  should 
be  kept  from  coming  in  close  contact  with  diseased  comrades,  and 
from  using,  in  common,  washing  utensils,  etc.  Strict  cleanliness 
of  the  hands  and  face  must  also  be  insured.  To  cure  these  cases 
it  is  usually  sufficient  to  wash  the  eyes  with  bichlorid  (1  to  4000) 
and  to  rub  in  a  bichlorid  salve  (0.001  to  10.0  [gr.  Vg^  to  Siiss]). 
If  redness  and  swelling  are  very  marked,  tannin  (0.5-1.0  to  10.0 
of  water  [gr.  viii-xv  to  5iiss] )  is  to  be  instilled,  or  the  lids  are 
swabbed  with  lead  acetate  (2  to  3  per  cent.).    If  the  granulations 
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are  large  the  copper  stick  is  to  be  applied  at  first  daily  and  later 
less  often.  In  the  acute  stage  of  trachoma  it  is  best  to  make  a 
daily  application  of  silver  nitrate  (1  to  2  per  cent.) .  In  subacute 
cases  the  copper  stick  is  to  be  applied  by  the  physician  and  a 
copper  ointment  (0.1  to  10.0  [gr.  iss-5iiss] )  should  be  used  at 
home.  Chronic  cases  of  trachoma  are  best  treated  by  mechanical 
destruction  of  the  granules  by  means  of  the  trachoma  forceps  (or 
curette). 

Diphtheritic  conjunctivitis  appears  either  in  mild,  partial 
floccular  form  (one  to  two  insolated,  grayish-yellow  plaques  are 
imbedded  in  the  conjunctiva)  ;  in  more  severe  disseminated  form 
(many  grayish-yellow  infiltrations,  between  them  also  red,  soft 
spots)  ;  or  in  very  intense  confluent  form  (the  whole  lid  is  filled 
with  a  yellowish-gray  infiltration)  ;  there  are  also  swelling  of 
the  eye,  more  rarely  high  fever,  general  systemic  disturbance, 
etc.  Croupous  conjunctivitis,  which  is  usually  looked  upon  as 
an  innocent  disease  of  the  lids,  is  very  often  nothing  else  but 
diphtheria.  Antitoxin  must  nowadays  be  resorted  to  as  soon 
as  the  diphtheritic  nature  of  the  conjunctivitis  has  been  estab- 
lished. Favorable  results  are  almost  always  obtained  by  this 
treatment  so  long  as  the  cornea  is  still  intact.  In  cases  where 
the  cornea  is  involved  even  antitoxin  is  powerless  to  prevent 
total  blindness.  In  addition  to  serum-therapy  ice  applications 
should  be  used  in  the  beginning,  until  suppuration  is  established, 
when  cataplasms  are  to  be  employed.  Frequent  cleansing  of 
the  eye  with  bichlorid  (1  to  4000),  or  oxycyanate  of  mercury  (1 
to  1000)  and  the  application  of  bichlorid  salve  (0.001  to  10.0 
[gr.  Vg4  to  5iiss])  several  times  a  day;  in  the  blennorrheic 
stage,  silver  nitrate.  The  other  eye  must  be  protected  by 
cotton  collodion.  Gonorrlical  conjunctivitis  occurs  chiefly  in  the 
newly  born  (see  "Ophthalmoblennorrhea").  The  same  treat- 
ment (see  pages  43  et  seq.)  is  employed  also  in  older  children. 
Pneumococcus  conjunctivitis  is  a  peculiar  form  of  lid  disease 
described  by  Axenfeld  (1890),  who  observed  two  small  epidem- 
ics, which  prevailed  among  school  children  (rarely  in  adults). 
Its  course  is  invariably  favorable,  and  usually  very  mild.  It  very 
often  begins  with  coryza,  then  slight  edema  of  the  lids,  lacr^mia- 
tion,  with  some  pus-flakes,  diftuse  injection  of  the  conjunctiva, 
and  very  often  also  of  the  conjunctiva  bulbi;  in  which  small 
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hemorrhagic  and  even  phlyctenular  spots  develop.  There  are 
no  complications  of  the  cornea  or  lacrymal  sac.  The  secretion 
almost  always  ceases  after  from  three  to  five  days,  and  is  fol- 
lowed by  rapid  spontaneous  recovery.  Pneumococci,  in  pure 
culture,  are  found  during  the  secreting  stage.  The  differential 
diagnosis  is  made  by  microscopical  examination  of  cover-glass 
preparations  of  the  secretion.  It  differs  from  the  gonococcus 
by  staining  with  Gram's  solution.  Inoculation  experiments 
have  as  yet  proved  negative.  The  danger  of  infection  is,  how- 
ever, not  very  great,  and  it  is,  therefore,  not  imperative  to  close 
the  schools. 

m  Acidi  borici 2.0  (3ss). 

■  Sodii  boratis 2.0   (3ss), 

Vini  opii   gtt.  xv. 

Aq.  rosse 60.0  (§ij). 

M.     Sig.:    "Eye-drops." — Sheffield.] 

Keratitis. — Children  may  acquire  the  same  affections  of 
the  cornea  as  adults,  and  the  symptoms,  treatment,  etc.,  are 
also  the  same.  There  are,  however,  two  forms  of  keratitis 
which  are  found  almost  exclusively  in  childhood,  namely: — 

1.  Keratitis  Phlyctenulosa  (s.  Eczematosa  s.  Pustu- 
losa)  usually  attacks  scrofulous  children;  more  rarely  rachitic 
or  ill  nourished  children.  Such  children  are  especially  prone 
to  the  malady  after  attacks  of  infectious  diseases,  such  as 
measles.  The  term  is  derived  from  the  observation  that  the 
disease  manifests  itself  first  by  the  appearance  of  small,  gray 
tubercles  or  vesicles  accompanied  by  severe  symptoms  of  irrita- 
tion, such  as  acute  congestion,  swelling,  pain,  and  photophobia. 
The  vesicles  are  usually  located  on  the  cornea  and  are  of  short 
duration.  They  are  either  absorbed  or,  what  is  more  frequent, 
break  down  and  leave  behind  small,  gray  facets  which,  if  neg- 
lected or  infected  by  scratching  with  dirty  finger-nails,  etc.,  give 
rise  to  small,  white  or  yellowish  purulent  ulcers.  If  the  lesions 
are  centrally  situated,  they  are  designated  as  central  kera- 
titis; if  on  the  margin,  as  marginal  keratitis;  or,  if  the  loss 
of  substance  gradually  advances  from  the  margin  to  the  center, 
dragging  along  with  it  a  tuft  of  blood-vessels,  it  is  then  known 
as  vascular  keratitis  [pannus]. 
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If  proper  treatment  is  not  instituted,  the  affection  may  per- 
sist for  weeks  and  months,  and  cause  perforation  of  the  cornea, 
prolapse  of  the  iris,  atrophy,  etc.  Keratitis  may  cause  perma- 
nent impairment  of  vision  from  cicatricial  opacities  even  with- 
out such  complications.  Energetic  treatment  must  therefore 
be  at  once  inaugurated.  Aside  from  local  treatment,  attention 
should  also  be  paid  to  scrofula  (q.v.)  by  special  hygienic  meas- 
ures (fresh  air,  strict  cleanliness),  and  to  all  possible  compli- 
cations, such  as  conjunctivitis,  blr'j)haritis,  eczema  of  the  face 
and  head,  and  rhinitis, — all  of  which  retard  recovery.  For  the 
keratitis  itself,  outdoor  life  and  exclusion  of  glaring  light  by  a 
shade  (the  light  in  the  room  should  be  somewhat  darkened). 
In  the  acute  stage  warm  compresses  moistened  with  dilute 
chlorin-water,  boric  acid  (3  per  cent.),  or  corrosive  sublimate 
(1  to  4000)  solutions  should  be  applied  several  times  a  day.  In 
order  to  alleviate  the  pain,  palpebral  spasm,  and  itching  a 
cocain  ointment  (0.2  to  10.0  [gr.  iii-5iiss])  alone,  or,  if  there 
is  severe  inflammation,  active  hyperemia,  threatening  iritis, 
etc.,  in  conjunction  with  atropin  (0.05  to  10.0  [gr.  V^  to  oiiss]). 
In  deeper  ulcers  a  protective  bandage  (sublimate  compress) 
should  be  applied.  After  the  inflammatory  symptoms  have 
disappeared  the  ulcers  should  be  treated  with  calomel  or  iodo- 
form powders,  or  ointments  of  yellow  oxid  of  mercury  (0.1  to 
10.0  [gr.  iss-3iiss])  iodoform  (1  to  10),  or  corrosive  sublimate 
(0.003  to  10.0  [gr.  Voo  to  oiiss]).  In  addition  to  this,  massage 
should  be  employed  for  a  long  period  in  order  to, prevent  fre- 
quent recurrences  and  to  dissipate  the  opacities.  If  the  disease 
continues  to  extend  deeper  in  spite  of  these  measures,  a  specialist 
should  be  consulted. 

2.  Keratitis  Interstitialis  (Parenchymatosa  s.  Diffusa 
s.  Profunda)  attacks  75  per  cent,  of  syphilitic  children.  It  is 
rarely  observed  in  scrofula,  diabetes,  and  malaria.  Both  eyes 
are  usually  affected,  either  simultaneously  or  first  one  and  much 
later  the  other.  It  is  a  chronic  disease  which  lasts  months  and 
years,  but  ends  favorably  if  treated  in  time.  Under  proper 
treatment  the  opacities  are  gradually  absorbed  and  disappear. 
Otherwise  the  affection  produces  severe  visual  disturbances. 
This  form  of  keratitis  appears  with  pericorneal  congestion  at 
one  or  more  points.    It  first  appears  as  a  cloudy  opacity  which 
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gradually  becomes  thicker,  more  milky,  and  advances  more 
toward  the  center  (sometimes  it  begins  there).  The  cornea  is 
either  smooth  or  indented,  and  nonvascular  or  traversed  by 
blood-vessels.  This  form  of  keratitis  is  not  infrequently  com- 
plicated by  iritis  and  choroiditis. 

Ti^eatment. — Attention  to  the  underlying '  disease  (princi- 
pally, of  course,  syphilis).  Locally,  in  new  cases,  atropin,  warm 
applications,  or  warm  moist  bandages.  After  disappearance  of 
the  inflammatory  symptoms:  massage  and  white  precipitate 
ointment. 

Choroiditis  is  rare  in  children  except,  perhaps,  in  the  syph- 
ilitic. In  congenital  syphilis  it  consists,  according  to  Silex,  of 
atrophic  foci  and  pigmentary  deposits  arising  from  the  pigment 
of  the  stroma  and  epithelium,  with  involvement  of  the  retina. 
If  this  ophthalmoscopic  picture  (also  in  case  it  is  unilateral)  is 
seen  in  a  child  under  15  years  of  age,  the  diagnosis  of  congenital 
syphilis  is  established. 


PART  11. 
Materia  Medica  and  Therapeutics. 


[In  treating  diseases  of  children  it  is  well  to  remember 
that  as  in  adults  no  one  method  of  treatment  suits  all  cases. 
Some  diseases  do  best  if  let  alone,  others  go  from  bad  to  worse 
if  not  treated  early  and  energetically.  Some  diseases  yield 
promptly  to  drugs;  others  are  best  managed  by  change  of  cli- 
mate, mode  of  life,  and  food,  and  by  the  employment  of  certain 
remedial  measures  other  than  pharmaceutical,  such  as  hydro- 
therapy, massage,  and  electricity.  The  physician,  whose  duty  it 
is  to  alleviate  suffering,  owes  it  to  his  patients  to  keep  pace  with 
the  advance  of  the  times  and  to  employ  every  useful  method  of 
treatment  regardless  of  its  source  or  character.  "The  period 
of  exclusiveness  is  past."  While  a  certain  degree  of  conserva- 
tism is  always  wise  and  safe,  skepticism  to  well-tried  remedies  is 
worse  than  folly. — Sheffield.] 

[HYDROTHERAPY. 

A  good  rule  to  follow  in  the  treatment  of  diseases  of  in- 
fancy and  childhood  is  never  to  give  a  drug  when  any  other 
remedial  agent  may  be  employed.  There  is  no  other  therapeutic 
measure  which  can  be  carried  out  with  such  ease  and  advantage 
as  hydrotherapeutics. 

The  virtue  of  water  as  a  therapeutic  agent  varies  greatly 
with  the  temperature  of  the  water  employed,  the  length  of  time 
the  patient  is  exposed  to  it,  the  force  of  the  stream  applied,  and 
the  idiosyncrasy  of  the  individual. 

Heat  applied  to  the  surface  of  the  body  produces  a  relaxa- 
tion of  the  vasomotor  system.  The  cutaneous  vessels  dilate  and 
become  more  active,  diaphoresis  ensues,  and  effete  matter  is 
eliminated.  The  volume  of  blood  in  the  deeper  structures  is 
diminished,  hence  congestion  is  relieved.     The  temperature  of 
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the  body  is  at  first  increased,  but  after  free  diaphoresis  it  is  con- 
siderably lowered. 

Cold  contracts  the  terminal  blood-vessels  and  stimulates 
the  internal  circulation.  It  reduces  the  temperature  of  the 
body  not  only  by  conduction,  but  also  by  inhibition  of  heat  pro- 
duction. Soon  after  discontinuance  of  the  cold  a  reaction  takes 
place,  respiration  becomes  deep  and  full,  more  carbon  dioxid 
is  excreted,  and  the  supply  of  oxygen  is  increased.  The  pulse, 
which  is  at  first  feeble,  soon  becomes  full  and  strong;  the  chilli- 
ness and  rigor  disappear,  and  a  sensation  of  warmth  pervades 
the  body-surface.  The  blood-current  in  the  capillaries  becomes 
gradually  accelerated  and  the  internal  circulation  relieved  of  its 
tension. 

The  External  Use  of  Water. 

Neither  extreme  heat  nor  extreme  cold  should  be  employed 
in  the  treatment  of  diseases  of  children.  Heat  should  be 
avoided  on  account  of  the  severe  depression,  and  cold  because  of 
the  shock  it  is  apt  to  produce. 

Cold  Sponging. — In  the  employment  of  cold  water  in  the 
treatment  of  diseases  of  children  sponging  advantageously  sup- 
plants the  cold  bath.  The  temperature  of  the  water  should 
vary  between  70°  and  90°  F.  Three  basins  of  water,  one  each 
of  70°  F.,  80°  F.,  and  90°  F.,  respectively,  are  placed  at  the 
bedside.  The  child  is  stripped  and  laid  upon  a  blanket  and 
by  means  of  cloths  the  body-surface  is  sponged  for  from  two 
to  three  minutes  in  the  following  order  of  succession:  Face, 
neck,  chest,  back,  abdomen,  buttocks,  upper  and  lower  extremi- 
ties. The  warmest  water  (90°  F.)  is  used  first  and  the  coldest 
(70°  F.)  last.  Each  part  of  the  body  is  thoroughly  dried  im- 
mediately after  it  has  been  sponged.  The  indications  for  the 
use  of  the  sponge  bath  are  hyperpyrexia  and  nervous  irritability, 
constitutional  disorders, — such  as  anemia,  chlorosis,  scrofula, 
etc., — and  in  cases  in  which  general  tonic  effect  is  desired.  In 
the  latter  conditions  sponging  should  be  followed  by  active  fric- 
tion. 

Cold  Wet  Pack. — The  child  is  stripped  and  blankets  are 
placed  over  and  under  it.  A  small  sheet  is  dipped  in  water  at 
a  temperature  of  from  70°  to  90°  F.,  thoroughly  wrung  out,  and 
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wrapped  closely  around  the  patient.  The  child's  body  is  then 
enveloped  in  the  blankets.  To  reduce  high  temperature — e.g., 
in  typhoid  or  pneumonia — ice  may  be  rubbed  over  the  chest. 
The  next  pack  is  applied  after  an  interval  of  ten  minutes  and 
may  be  repeated  from  ten  to  twelve  times  in  twenty-four  hours. 
The  feet  should  be  kept  warm  by  artificial  heat. 

Vapor  Pack. — If  the  cool,  wet  pack  is  allowed  to  remain  in 
position  for  from  one  to  two  hours  and  loss  of  body-heat  pre- 
vented by  thoroughly  covering  the  child  with  woolen  blankets, 
the  cold  pack  is  converted  into  a  warm  pack,  which  produces 
effects  similar  to  those  obtained  from  a  vapor  bath ;  namely,  free 
diaphoresis,  lowered  activity  of  the  nervous  system,  calm  and 
repose,  and  equalization  of  the  internal  circulation.  The  vapor 
pack  is  therefore  invaluable  in  acute  catarrhal  conditions  of  the 
air-passages,  in  nephritis,  dropsical  effusions,  muscular  rheuma- 
tism, eclampsia,  h3'peresthesias,  etc. 

Wet  Local  Compresses  (Priessnitz). — Cold  Compresses. — 
These  are  applied  in  all  forms  of  local  inflammation,  to  relieve 
pain,  swelling,  heat,  and  redness.  In  order  to  obtain  good  re- 
sults the  temperature  of  the  water  should  vary  between  50°  and 
60°  F.,  and  the  compress  left  in  place  and  kept  cold  either  by 
frequently  sprinkling  cold  w^ater  over  it  or  by  the  application 
of  an  icebag. 

Indications:  Meningitis,  angina,  acute  pharyngitis  and 
laryngitis,  hemoptysis,  appendicitis,  intestinal  hemorrhage,  etc. 

Warm  Compresses. — While  cold  compresses  delay  the  flow 
of  blood  and  cell-activity,  warm  compresses  accelerate  the  blood- 
current  and  promote  cell-activity.  They  are  applied  by  means 
of  cloths  immersed  in  water  at  a  temperature  of  about  100°  F., 
thoroughly  wrung  out,  and  then  covered  with  flannel  and  rubber 
tissue  or  oiled  silk  to  prevent  rapid  evaporation  and  cooling. 
The  compresses  are  changed  as  soon  as  they  become  dry. 

Indications:  Neuralgia  of  the  head;  throat  affections  af- 
ter subsidence  of  the  acute  inflammatory  stage,  to  promote  ab- 
sorption of  diseased  products;  in  exudative  pleuritis;  in  bron- 
chitis, to  allay  severe  cough  and  to  promote  expectoration;  in 
all  spasmodic  conditions  of  the  intestines ;  to  hasten  suppuration 
and  relieve  stasis. 
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Tepid  Bath. — This  is  a  very  useful  bath  in  children.  The 
temperature  of  the  tepid  bath  varies  between  85°  and  92°  F. 
It  is  employed  in  diseased  conditions  requiring  soothing;  for 
example,  in  eruptive  skin  diseases  and  as  an  antipyretic  in  infec- 
tious diseases. 

Warm  Bath. — In  a  general  sense,  this  is  the  most  valuable 
bath  in  the  treatment  of  diseases  of  children.  It  tranquillizes 
the  nervous  system,  equalizes  the  circulation,  produces  diapho- 
resis, and  reduces  temperature. 

Indications :  All  spasmodic  conditions ;  affections  of  the 
lungs  and  kidne3's;  exanthematous  diseases;  and  nervous  affec- 
tions, such  as  hysteria,  etc.  The  temperature  of  the  bath  should" 
vary  between  92°  and  98°  F.  The  patient  should  remain  in  the 
bath  for  from  two  to  five  minutes.  The  warm  bath  is  sometimes 
employed  as  a  permanent  hnth  in  extensive  burns  and  wounds 
and  in  skin  diseases  associated  with  intense  itching.  The  pa- 
tient is  suspended  in  the  bath  on  a  sheet.  The  water  is  kept  at 
an  equal  temperature  by  proper  arrangement  of  inflow  and  out- 
flow. 

Hot  Bath. — The  temperature  of  the  hot  bath  should  be  car- 
ried as  high  as  108°  F.  and  the  patient  remain  in  the  bath  for 
from  one  to  three  minutes.  It  is  very  useful  in  collapse,  convul- 
sions, and  chronic  rheumatic  conditions.  It  is  occasionally  ad- 
ministered to  break  up  a  "cold"  and  to  produce  rapid  diaphoresis. 
While  in  the  bath  the  patient's  head  should  be  kept  cool  by  an 
icebag. 

Shower  Bath. — Cold  shower  baths  are  generally  given  for 
their  stimulating  effect.  Hence  they  are  of  great  value  in  nerv- 
ous affections,  such  as  neurasthesia,  enuresis,  and  as  a  general 
tonic.  For  these  purposes  one  shower  (shock)  at  a  time  is  suffi- 
cient.    The  shower  bath  should  be  follow^ed  by  active  friction. 

Aspersion  Bath. — The  value  of  cold  water,  dashed  suddenly 
over  the  frame  or  directed  in  a  steady,  broad  stream  upon  some 
particular  part,  is  very  great.  The  cases  in  which  such  a  mode 
of  treatment  is  beneficial  are  numerous.  The  following  are  a 
few  of  the  more  important:  Where  the  muscular  power  of  a 
leg  or  arm  is  impaired  from  long  inaction  as  in  cases  of  fracture, 
dislocation,  bandaging,  sprains,  and  partial  paralysis.  The 
patient  sits  in  a  bath-tub  or  on  the  floor  and  the  operator,  stand- 
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ing  on  a  table,  directs  the  stream  of  cold  water  on  the  affected 
part  from  a  watering-can  from  which  the  sprinkler  has  been 
removed.  This  mode  of  treatment  is.  rendered  particularly  serv- 
iceable if  the  circulation  is  quickly  restored  by  vigorous  dry  fric- 
tion for  several  minutes.  It  is  also  efficacious  in  systemic  poison- 
ing from  drugs  and  suffocation  from  noxious  gases,  etc. 

Medicated  Baths. 

Aside  from  the  natural  mineral  baths  obtained  in  the  cele- 
brated spas,  a  number  of  artificial  baths  are  commonly  used  in 
the  treatment  of  diseases  of  infancy  and  childhood.  The  efficacy 
of  these  baths  is,  in  the  majority  of  instances,  due  proljably  to 
the  effects  of  heat  or  cold  and  friction  employed  with  the  non- 
medicated  bath. 

Aromatic  Bath. — About  6  ounces  each  of  chamomile  flow- 
ers, calamus  roots,  and  peppermint  leaves  are  tied  up  in  a 
muslin  bag  and  thrown  into  a  warm  bath.  Aromatic  baths  are 
recommended  in  marasmus,  infantile  spinal  and  other,  forms 
of  paralysis,  in  sclerema,  etc. 

Bran  Bath. — Two  or  3  pounds  of  wheat  bran  are  boiled  for 
about  an  hour  in  about  3  quarts  of  water.  The  decanted  liquid 
is  added  to  the  bath.  It  is  useful  in  intertrigo,  eczema,  pemphi- 
gus, lichen  strophulus,  etc. 

Malt  Bath. — A  few  ounces  of  malt  extract  are  added  to  the 
bath.  Malt  baths  are  recommended  in  rachitis,  spasmus  glotti- 
dis,  and  in  general  debility. 

Mercurial  Bath. — This  form  of  bath  is  employed  as  an  ad- 
juvant in  the  treatment  of  syphilis.  It  is  usually  prepared  by 
the  addition  of^  from  20  to  30  grains  of  calomel  or  0.5  to  1.0 
(gr.  viiss  to  xv)  of  bichlorid  of  mercury. 

Mustard  Bath. — Two  or  3  ounces  of  mustard  are  dissolved 
in  a  few  pints  of  tepid  water  and  added  to  the  bath.  The  tem- 
perature of  the  bath  may  vary  between  100°  and  106°  F.  It 
may  be  administered  in  the  form  of  a  sitz  bath  or  full  bath. 
The  patient  should  remain  in  the  bath  for  from  three  to  ten 
minutes.  Mustard  baths  are  indicated  in  collapse,  shock,  or 
heart-failure  from  any  cause,  in  sudden  congestion  of  the  lungs 
or  brain,  etc. 


458  PRACTICAL  PEDIATRICS, 

Sea-Salt  Bath. — About  2  pounds  of  sea  salt  are  dissolved  in 
the  bath.  It  is  stimulating  in  its  effects  and  useful  in  rachitis, 
various  forms  of  paralysis,  etc. 

Soap  Bath. — It  is  employed  in  the  treatment  of  prurigo, 
lichen  strophulus,  scabies,  etc.  It  is  prepared  by  the  addition 
of  from  3  to  6  ounces  of  soft  green  soap. 

Sulphur  Bath. — One-half  to  1  ounce  of  potassium  sulphuret 
should  be  added  to  each  bath.  In  some  cases  the  addition  of 
about  3  ounces  of  animal  gelatin  is  of  advantage.  Sulphur 
baths  are  deserving  of  trial  in  rheumatism,  eczema,  prurigo, 
urticaria,  lead  poisoning,  etc. 

The  Internal  Use  of  Water. 

The  benefits  derived  from  the  internal  use  of  water  are 
manifold,  but  unfortunately  greatly  underestimated. 

Water  taken  by  mouth  in  moderate  quantities — large 
amounts  weaken  digestion — cleanses  the  alimentary  canal, 
stimulates  peristalsis,  and  produces  diuresis  and  diaphoresis. 
To  a  certain  extent  it  also  acts  as  a  food.  In  acute  diseases  as- 
sociated with  anorexia  the  free  use  of  water  will  often  sustain 
life  for  weeks.  In  febrile  diseases  water  not  only  quenches 
thirst,  but  aids  also  in  the  reduction  of  temperature.  Water 
stimulates  expectoration  and  in  the  form  of  cracked  ice  checks 
vomiting.  For  the  latter  purpose  small  sips  of  hot  water  are 
sometimes  resorted  to. 

Lavage. — Stomach  washing  in  children  is  performed  in  the 
same  manner  as  in  adults.  Its  field  of  usefulness,  however,  is 
much  wider.  It  is  invaluable  in  acute  simple  and  toxic  gas- 
tritis, cholera  infantum,  chronic  indigestion,  and  difficult  feed- 
ing. A  funnel  with  a  few  feet  of  rubber  tubing  to  which 
a  small,  soft,  rubber  catheter  (No.  12  or  14)  is  joined,  by 
means  of  a  glass  cannula,  is  the  best  apparatus  for  stomach 
washing.  About  ten  inches  of  the  catheter  should  be  passed 
beyond  the  lips.  The  temperature  of  the  irrigating  solution 
should  be  about  100°  P.,  or  higher  if  special  indications  arise. 
The  quantity  of  solution  to  be  instilled  varies  with  the  capacity 
of  the  child's  stomach  (see  page  116).  Generally  pure  boiled 
water  answers  all  medicinal  purposes,  except  in  poisoniDg,  in 
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wliich  instance  antidotes  may  be  employed.  In  hyperacidity  of 
the  stomach  bicarljonate  of  soda  or  lime-water  may  be  added. 

Lavage  is  contra-indicated  in  heart  disease  and  hemorrhagic 
diathesis. 

Irrigations. — Their  action  is  chiefly  mechanical.  They  are 
indispensable  in  the  treatment  of  diverse  affections  of  the 
lining  membranes  of  internal  cavities.  In  chronic  cystitis,  for 
example,  washing  of  the  bladder  by  means  of  sterile  or  medi- 
cated (boric  acid,  nitrate  of  silver)  w^ater  will  often  rapidly 
effect  a  cure. 

Irrigations  of  the  vagina  are  frequently  employed  in  vulvo- 
vaginitis; a  slow  current  of  water  should  be  employed,  per- 
mitting the  fluid  to  return  without  injury  to  the  adjacent  parts. 
A  fountain  syringe  with  a  small,  sterile,  soft,  rubber  catheter 
attached,  generally  suffices  for  ordinary  purposes.  The  water- 
bag  should  be  suspended  about  two  feet  al)ove  the  child's  body. 

Irrigations  with  warm,  sterile  water  are  very  beneficial  in 
ear  affections,  such  as  impacted  cerumen,  foreign  bodies  in  the 
external  auditory  meatus,  and  external  otitis. 

In  febrile  diseases,  adenoids,  chronic  pharyngitis,  etc.,  in- 
stillation of  weak  salt  water  or  ichthyol  solutions  prevent  and 
cure  affections  of  the  naso-pharynx  and  ear;  it  often  relieves 
reflex  cough  and  embarrassed  respiration.  Instillation  may  be 
performed  by  means  of  a  teaspoon  or  dropper,  and  should  be 
repeated  at  least  twice  a  day. 

Copious  irrigations  of  the  mouth  with  sterile  or  medicated 
(nitrate  of  silver,  hydrogen  peroxid)  water  are  invaluable  in 
the  treatment  of  grave  forms  of  stomatitis. 

Enteroclysis. — The  indications  for  low  enemas  are  too  well 
known  to  need  further  discussion.  It  may  be  mentioned,  how- 
ever, that  in  habitual  constipation  only  small  quantities  of  water 
should  be  injected  into  the  bowel.  Large  quantities  are  apt  to 
produce  atony  of  the  colon  by  overdistension  and  thus  aggravate 
the  disease. 

High  enemas  are  given  by  means  of  a  flexible  (colon)  tube 
and  a  fountain  syringe.  High  enemas  not  only  remove  effete 
material  from  the  intestines,  but  by  using  water  at  a  tempera- 
ture of  from  80°  to  90°  F.  also  reduce  temperature.  Hence  they 
combine  two  therapeutic  measures  which  are  of  signal  benefit  in 
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all  gastro-intestinal  disorders,  peritonitis,  typhoid,  etc.  Soap- 
suds, turpentine,  starch,  and  salt,  among  other  adjuvants,  may 
be  added  according  to  indications. 

Saline  injections  stimulate  the  kidneys  and  promote 
elimination  of  putrid  material.  They  stimulate  the  circulation 
and  supply  the  deficiency  of  body  fluids  in  conditions  associated 
with  an  excessive  dr^in  of  fluids.  Saline  injections  are  there- 
fore a  sovereign  remedy  in  uremia,  typhoid  fever,  scarlet  fever, 
small-pox,  measles,  diphtheria,  eclampsia,  anemia,  hemorrhages, 
and  in  shock  after  surgical  operations,  etc. 

A  physiological  (0.9  per  cent.)  salt  water  solution  at  a 
temperature  of  from  100°  to  110°  F.  is  generally  used.  It 
should  be  injected  slowly  through  a  colon  tube,  and  continued 
for  from  fifteen  to  twenty  minutes. 

Hypodermoclysis. — Subcutaneous  injection  of  salt  water 
(110°  F.)  is  performed  by  means  of  an  ordinary  fountain 
syringe  with  an  antitoxin  syringe-needle  attached.  The  syringe, 
needle,  and  skin  should  be  rendered  aseptic.  The  injection 
should  be  made  in  places  where  there  is  an  abundance  of  sub- 
cutaneous cellular  tissue — e.g.,  anterior  surface  of  abdomen  and 
thorax.  The  current  should  be  very  slow  and  the  quantitj^  of 
the  saline  solution  to  be  injected  should  vary  between  2  and  6 
ounces,  according  to  age  and  indications.  Hypodermoclysis  is 
of  inestimable  value  in  cases  of  collapse  resulting  from  hemor- 
rhage ;  in  pneumonia ;  uremia ;  acute  gastro-enteritis  with  great 
loss  of  body  fluids;  and  in  leukemia.  It  should  be  preferred  to 
intravenous  infusion. 

Intravenous  Infusion. — Saline  intravenous  infusion  in 
children  should  be  limited  to  cases  of  acute  profuse  hemorrhage 
or  such  as  are  not  remedied  by  enteroclysis  or  hypodermoclysis. 
The  quantity  of  salt  water  to  be  injected  should  be  somewhat 
approximated  to  the  amount  of  blood  lost.  The  temperature  of 
the  solution  as  it  runs  into  the  vein  should  be  from  110°  to 
115°  F. 

Intravenous  infusion  is  performed  by  means  of  a  fountain 
syringe  or  small  funnel  with  a  few  feet  of  rubber  tubing  and  a 
small  cannula.  The  injection  may  be  made  in  any  medium- 
sized  vein,  tlie  median  basilic  or  cephalic  at  the  bend  of  the 
elbow  being  the  one  usually  chosen  on  account  of  its  ready  ac- 
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cessibility.  F.  Hawkcs  gives  the  following  details  of  the  opera- 
tion : — 

"We  first  let  the  arm  and  forearm  hang  down  over  the  edge 
of  the  table,  so  that  the  veins  will  become  engorged  as  much  as 
possible,  showing  us  in  this  way  their  exact  location.  We  then 
tie  a  bandage  at  the  upper  third  of  the  arm  tight  enough  to 
constrict  the  venous,  but  not  the  arterial,  circulation  and  pro- 
ceed to  cut  down  upon  the  then  still  more  prominent  vein. 

"  These  veins  are  subcutaneous  and  should  be  cut  down 
upon  carefully  and  with  light  strokes.  When  the  vessel  wall  is 
reached,  this  fact  is  perfectly  evident  and  the  rest  may  be  done 
by  blunt  dissection  or  separation,  the  vessel  being  dissected  out 
from  its  fatly  entourage  for  about  an  inch  or  an  inch  and  a 
half,  and  the  forceps  placed  directly  under  it.  This  gives  us 
the  vein  in  a  good  elevated  position  for  our  work,  and  the  rest 
is  very  simple. 

"We  tie  a  ligature  tight  (boiled  tlircad  is  all  right),  first  on 
the  distal  end  of  the  exposed  vein  in  our  wound,  then  we  make 
a  first  loop  only  with  the  thread  on  the  vein  at  its  proxinuil  posi- 
tion; taking  the  point  of  the  scalpel,  we  now  make  a  horizontal 
era  transverse  cut  in  the  vein  wall  until  the  shining  endothelial 
coat  is  seen  (this  is  important,  as  otherwise  the  point  of  the 
cannula  when  introduced  may  dissect  up  the  vessel  sheath  with- 
out being  in  its  lumen). 

"We  are  now  ready  to  introduce  our  cannula,  which  has 
previously  been  hitched  to  the  rubber  tube  attached  to  the  fun- 
nel. The  salt  solution  should  be  running  through  the  camuila 
at  about  the  right  temperature  when  the  cannula  is  introduced 
into  the  vein;  there  should  be  no  hubbies  in  the  stream.  The 
tip  of  the  cannula  is  thus  introduced  into  the  opening  made  in 
the  vein  wall  (it  should  enter  and  go  along  easily)  until  it  has 
passed  the  loosely  tied  loop  of  the  proximal  ligature.  This  loop 
is  now  tightened  down  on  to  the  end  of  the  cannula  and  the 
bandage  on  the  arm  immediately  taken  ofl:  (otherwise  the  salt 
will  not  flow  or  course  into  the  vein  to  any  extent). 

"  The  funnel  should  be  held  about  two  or  three  feet  above 
the  level  of  the  patient's  body. 

"  The  proper  amount  of  salt  solution  is  now  allowed  to  en- 
ter the  venous  circulation  (ten  minutes  to  the  quart),  the  pulse 
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being  watched,  and  great  care  being  exercised  that  no  tubUe 
enter  the  rubber  tube  from  the  funnel.  This  can  be  prevented 
by  shutting  off  the  current  in  the  rubber  tube  with  the  finger 
while  the  funnel  is  filled  from  the  pitcher  containing  the  hot 
salt  solution  (as  soon  as  the  bubbles,  if  any,  made  by  the  pour- 
ing, have  arisen  to  the  surface  of  the  water  in  the  funnel,  the 
stream  is  allowed  to  flow  again).  The  level  of  the  fluid  in  the 
funnel  should  also  never  be  allowed  to  get  low.  This  is  a  per- 
fectly sure  way  to  prevent  the  entrance  of  bubbles;  it  can  be 
tested  by  introducing  a  glass  tube  in  the  curve  of  the  rubber 
tubing  and  watching  the  effect  of  this  procedure. 

"  When  the  salt  solution  has  run  in  to  the  desired  amount, 
the  cannula  is  withdrawn  and  the  second  loop  tied  down  (the 
intervening  portion  of  vein  wall  being  cut  out,  if  desired). 

"  If  you  have  a  needle  and  thread  the  wound  may  be  sewed 
up;  if  not,  an  aseptic  compress  is  applied  and  a  few  turns  of 
bandage  and  the  operation  is  completed.  It  certainly  is  a  very 
simple  procedure. 

"When  we  can  have  the  apparatus  ready  beforehand,  we 
can  make  use  of  certain  convenient  procedures,  as  the  insertion 
of  a  thermometer  in  a  glass  tube  in  the  course  of  the  stream  of 
the  solution,  so  that  we  can  watch  the  temperature  of  the  in- 
flowing solution  carefully,  and  we  have  various  flasks  to  contain 
the  sterile  solution  at  different  temperature,  to  get  the  desired 
temperature  by  mixing,  or  we  may  lead  our  rubber  tubing  di- 
rectly to  a  flask  containing  our  solution  and  cause  the  solution 
to  run  out  into  the  tube  by  air  pressure  pumped  into  the  flask 
above  the  solution.^^ — Sheffield.] 

[ELECTRICITY. 

Electricity  as  a  remedial  agent  in  the  treatment  of  dis- 
eases of  children  is  employed  in  the  following  named  forms,  in 
the  order  in  which  they  are  given:  Galvanic,  faradic,  and 
static. 

The  Galvanic  Current. — The  effect  of  the  galvanic,  or  di- 
rect, current  on  the  muscle  is  to  produce  contraction.  The  con- 
traction takes  place  at  the  moment  the  current  is  closed  or 
opened  ("  make ''  or  "  break '').  . 
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Tlie  galvanic  current,  if  applied  by  means  of  two  electrodes 
along  the  course  of  a  motor  nerve,  produces  a  uniform  contrac- 
tion of  the  entire  muscle  supplied  by  that  nerve. 

The  reaction  produced  by  the  constant  current  upon  the 
sensory  nerve  varies  according  as  the  application  is  made  with 
the  positive  or  negative  electrode,  the  anode  being  sedative  in 
its  effect,  the  cathode  stimulating. 

A  constant  current  of  suitable  strength, — 10  to  15  mil- 
liampercs, — passed  through  living  tissues  causes,  at  the  point 
of  contact  of  the  anode,  an  accumulation  of  oxygen,  chlorin, 
and  acid;  coagulation  and  shrinking  of  the  exposed  tissue — 
positive  electrolysis. 

On  the  other  hand,  if  the  cathode  is  brought  in  contact 
with  living  animal  tissue,  hydrogen  and  the  alkalies  are  set  free 
and  liquefaction  of  the  parts  adjacent  to  the  electrode  takes 
place — negative  electrolysis. 

The  Faradic  Current. — The  faradic,  or  induced,  current 
causes  contraction  of  muscles  and  nerves  and  is  very  effective 
in  producing  muscular  massage.  It  stimulates  nerve  action  and 
nutrition,  excites  secretion,  and  arouses  latent  physiological 
function. 

The  Static  Current. — The  static  current  produces  vivid  and 
persistent  contraction  of  a  large  group  of  muscles  with  a  mini- 
mum of  pain.  The  second  prominent  characteristic  of  this  cur- 
rent is  its  power  of  relieving  pain. 

The  following  rules  should  be  borne  in  mind : — 

1.  Always  administer  the  weakest  possible  current  that 
will  cause  muscular  contraction. 

2.  Never  employ  electricity  in  the  inflammatory  stage  of 
organic  disease. 

3.  In  applying  electricity  to  muscles  always  endeavor 
separately  to  reach  the  electromotor  points.  In  deep-seated 
muscles  the  current  should  be  applied  along  the  course  of  the 
nerves  supplying  them. 

4.  Each  electric  treatment  should  last  no  longer  than 
twenty  minutes,  and  no  one  muscle  should  be  subjected  to  the 
currents  for  more  than  three  minutes. 

The  indications  for  electricity  in  the  treatment  of  diseases 
of  children  are  practically  the  s^ine  as  in.  adults.     The  discus- 
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sion  of  the  subject  will  therefore  be  limited  to  such  diseases  in 
which  electricity  is  of  undoubted  value. 

Chorea. — Electricity  may  be  tried  in  obstinate  cases.  A 
feeble  galvanic  current  should  be  applied  to  the  head,  in  the 
region  of  the  motor  areas,  or  to  the  spinal  cord.  The  spasms 
are  sometimes  lessened  by  passage  of  the  constant  current 
through  the  limbs. 

Chronic  Constipation. — The  galvanic  or  f aradic  current  may 
be  used.  One  electrode  is  passed  successively  over  different 
portions  of  the  abdominal  wall,  and  the  other  electrode  is 
placed  upon  any  other  part  of  the  body.  The  electric  treatment 
should  be  continued  for  a  long  period. 

Diphtheritic  Paralysis. — In  this  condition  faradization  of 
the  respiratory  muscles,  particularly  the  diaphragm,  is  of  some 
service.  It  should  be  used  in  attacks  of  respiratory  failure  and 
continued  while  they  last. 

Enuresis. — The  broad  anode  is  placed  over  the  lumbar 
region  of  the  spine  and  the  small  cathode  over  the  region  of  the 
bladder  or  upon  the  perineum,  allowing  quite  a  strong  galvanic 
current  to  act  for  from  two  to  four  minutes.  Sometimes  faradiza- 
tion proves  effective.  The  wire  end  of  a  conducting  cord,  con- 
nected with  the  negative  pole,  should  be  introduced  into  the 
urethral  orifice  for  from  one  to  two  centimeters,  and  quite  a 
strong  faradic  current  allowed  to  act  for  from  one  to  two  min- 
utes. 

Facial  Paralysis. — This  form  of  paralysis  is  greatly  bene- 
fited by  a  weak,  stable  galvanic  current.  It  should  be  employed 
four  to  six  times  a  week,  for  from  two  to  three  minutes  at  a 
time.  The  anode  should  be  placed  in  the  auricular  fossa  and 
the  cathode  upon  the  muscles  of  the  affected  side;  or  the  anode 
may  be  placed  behind  the  ear,  while  the  different  nerve 
branches  and  the  muscles  are  slowly  stroked  with  the  cathode. 
In  later  stages  faradization  also  is  of  service. 

Hysteria. — The  vague  disconnected  symptoms  of  hysteria 
call  for  general  electric  treatment,  and  no  form  of  electricity 
so  advantageously  combines  tonic  and  sedative  effects  as  the 
static  current.  A  mild  current  should  be  employed.  Two  or 
three  treatments  a  week  will  generally  suffice.  Galvanism  and 
faradism  also  are  of  service,  especially  in  hysterical  contractures. 
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Multiple  Neuritis. — The  application  of  electricity  to  the 
affected  muscles  is  important  in  order  to  maintain  their  nutri- 
tion. It  should  be  begun  after  the  acute  stage  has  passed,  that  is, 
at  the  end  of  three  or  four  weeks.  A  moderate  faradic  current 
may  be  used  if  the  muscles  respond  to  it,  otherwise  a  voltaic. 
The  electricity  should  be  applied  daily  by  means  of  large  elec- 
trodes, so  that  the  current  may  reach  as  much  muscular  tissue 
as  possible.  The  current  should  be  strong  enough  to  produce 
visible  contraction  of  the  muscles. 

Poliomyelitis. — The  galvanic  current  gives  the  best  results. 
It  should  not  be  employed  earlier  than  the  third  or  fourth  week, 
A  large  flat  electrode,  well  wetted  in  salt  water,  is  placed  upon 
the  spine  over  the  affected  region  and  the  muscles  are  re- 
peatedly stroked  by  means  of  a  small  electrode.  The  current 
should  be  of  such  strength  as  will  produce  visible  contraction 
of  the  muscles,  without,  however,  causing  sufficient  pain  to  dis- 
tress the  child. 

Rheumatism. — The  sequelae  of  rheumatism,  atrophy  and 
contractures,  often  call  for  electric  treatment.  The  galvanic, 
faradic,  or  static  current  may  be  employed.  It  is  sometimes 
advantageous  to  use  the  galvanic  and  faradic  currents  at  one 
sitting.  The  treatment  should  be  repeated  at  least  every  al- 
ternate day  and  continued  for  several  months.  In  muscular 
contracture  the  anode  should  be  placed  over  the  portion  of  the 
spine  governing  the  contractured  muscles  and  the  cathode  over 
the  muscles  themselves.  For  the  relief  of  pain  the  positive  pole 
should  be  applied  to  the  most  painful  spot. 

Tetany. — Electric  treatment  has  been  followed  by  improve- 
ment in  a  number  of  cases.  The  stabile  galvanic  current  should 
be  employed ;  the  negative  pole  to  the  spine  and  the  positive  to 
the  irritable  nerve-trunks. 

Torticollis. — A  weak  galvanic  current  is  frequently  very 
serviceable.  The  positive  pole  should  be  placed  just  below  the 
occiput  and  the  negative  pole  allowed  to  act  upon  the  contracted 
muscles  for  from  five  to  ten  minutes. 

The  indications  for  electrolysis  are  identical  with  those  in 
adults. — Sheffield.] 
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[MASSAGE. 

Massage  is  a  meclianieal  form  of  treatment  consisting  of 
intelligent  manipulations  of  the  superficial  parts  of  the  body. 
It  is  intended  to  produce  changes  in  the  local  and  general  nutri- 
tion, action,  and  other  functions  of  the  body. 

Indications. — Massage  is  indicated  in  hysterical,  paralytic, 
rheumatic,  and  traumatic  contractures  of  joints;  in  fractures — 
to  hasten  absorption  of  callous  masses;  in  chronic  glandular 
enlargements;  in  swellings  associated  with  rheumatism,  sprains, 
contusion,  etc.;  in  torticollis — to  relax  muscular  contraction; 
in  constipation,  atonic  dyspepsia,  and  gastric  dilatation;  in 
all  forms  of  muscular  atrophy  or  dystrophy;  as  a  general 
stimulant  in  cases  of  prolonged  muscular  inactivity,  whether 
from  indolence,  disease,  feebleness  (rachitis)  or  prolonged  use 
of  splints  or  braces,  or  other  cause.  In  various  forms  of  paral- 
ysis— to  improve  nutrition  and  function  of  the  affected  muscles. 

Contra-indications. — Massage  is  contra-indicated  in  chil- 
dren suffering  from  gonorrheal  rheumat:'sm  or  peliosis  rheumat- 
ica;  in  tuberculous,  typhoidal,  or  sj^philitic  ulcerations  of  the 
intestines;  in  acute  peritonitis,  appendicitis,  gastro-enteritis, 
and  gastric  ulcer;    in  tuberculous  glandular  enlargements. 

Massage  is  generally  divided  into  the  following  principal 
manipulations : — 

Effleurage  or  Stroking. — In  making  the  strokes  both  hands 
are  employed.  The  limb  is  grasped  with  one  hand  just  above 
the  other  in  such  a  manner  that  pressure  is  exerted  to  some 
extent  by  the  whole  palm,  but  especially  the  ball  of  the  thumb 
and  the  inner  surface  of  the  last  two  phalanges  of  the  fingers. 
The  strokes  are  delivered  in  the  form  of  an  ascending  spiral, 
the  two  hands  being  moved  simultaneously  in  opposite  direc- 
tions, the  lower  following  closely  upon  the  upper.  The  strokes 
must  be  made  with  regularity.  Light  stroking  has  a  soothing 
influence;  heavy  stroking  stimulates  the  superficial  structures, 
increasing  the  arterial,  venous,  and  lymphatic  circulation. 

Friction. — This  manipulation  is  performed  with  the  finger- 
tips, and  consists  of  firm  circular,  semicircular,  or  to-and-fro 
movements.  It  is  usually  combined  with  effleurage,  and  is  in- 
tended to  promote  absorption  by  the  veins  and  lymphatics. 
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Petrissage  or  Kneading  and  Pinching. — In  kneading  the 
endeavor  of  the  operator  is  to  pick  up  the  individual  muscle  or 
muscle-groups  between  the  fingers  of  the  two  hands  or  in  some 
cases  between  the  thumb  and  finger  of  one  hand,  and  then  to 
roll  and  squeeze  the  muscle  with  a  double  movement.  These 
manipulations  cause  circulatory,  nutritive  and  alterative  changes 
in  the  muscles,  tendons,  and  organs  within  reach. 

Tapotement,  Percussion,  or  Tapping. — Percussion  is  made 
either  with  the  points  of  the  fingers  brought  into  a  line  with 
one  another  or  with  the  side  of  the  hand  and  fingers.  The 
movement  should  be  very  rapid  and  elastic.  These  manipula- 
tions are  usually  employed  on  muscular  parts,  such  as  the  back  of 
the  legs  and  the  gluteal  regions.  The  effect  of  tapotement  is 
similar  to  that  obtained  by  petrissage.  This  manipulation  may 
also  be  enforced  by  vibrations — i.e.,  rhythmical,  tremulous 
movements  under  pressure. 

Generally  all  the  movements  are  practiced  at  one  sitting. 
Thus  effleurage,  friction,  petrissage,  tapotement,  and  vibration. 
The  treatment  is  concluded  by  effteurage.  While  in  local  af- 
fections local  massage  is  generally  sufficient  to  effect  the  de- 
sired results,  it  is  always  advantageous  to  supplement  the  local 
treatment  by  general  massage.  The  duration  of  each  seance 
varies  from  a  few  minutes  to  a  quarter  of  an  hour.  At  first 
the  treatment  should  not  last  more  than  five  minutes.  N'o  force 
should  be  used,  and  the  delicate  skin  of  the  child  should  be 
spared  unnecessary  injury.  It  is  therefore  advisable  to  anoint 
the  skin  with  berated  vaselin,  cocoanut-oil,  or  any  other  emol- 
lient. In  young  infants  massage  should  be  limited  to  general 
friction  of  the  body.  In  malnutrition  it  is  a  good  rule  to  give 
a  fat-inunction  daily  after  the  morning  bath. — Sheffield.] 

[CLIMATOLOGY. 

The  American  physician  is  at  last  awakening  to  the  impor- 
tance of  climate  as  a  remedial  measure  for  various  acute  and 
chronic  affections;  and  the  laity  is  at  last  beginning  to  realize 
that  the  mountain,  seashore,  and  inland  resorts  of  our  great 
country  rival,  if  not  surpass,  the  most  celebrated  of  Europe. 

In  selecting  a  suitable  health  resort  we  must  bear  in  mind 
not  only  the  state  of  health  and  the  peculiarities  of  the  indi- 
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vidual  patient,  but  also  the  local  conditions,  which  may  seri- 
ously undermine  the  salubrity  of  the  particular  resort,  as,  for 
example,  bad  drainage,  impure  water,  endemic  diseases,  etc. 

The  air  of  mountainous  regions  is  rarefied,  dry,  cool,  brac- 
ing, and  free  from  organic  and  inorganic  impurities.  It  im- 
proves the  action  and  tone  of  the  skin;  it  favors  deeper  expan- 
sion of  the  lungs  and  correspondingly  quickens  the  heart;  it 
improves  sleep  and  stimulates  the  appetite  and  the  powers  of 
assimilation. 

The  climate  of  the  mountains,  therefore,  is  particularly 
beneficial  in  chronic  disorders  of  the  alimentary  canal  and  liver ; 
in  anemia  and  chlorosis;  in  chronic  naso-pharyngeal  catarrh, 
spasmodic  asthma,  and  most  cases  of  pulmonary  phthisis;  in 
rheumatism  and  malaria;  in  heart  disease  with  good  compensa- 
tion and  sufficient  breathing  space. 

The  climate  of  the  seashore  is  very  strong.  The  air  contains 
more  oxygen  and  ozone  than  that  of  the  interior;  it  is  loaded 
with  moisture  and  is.  comparatively  free  from  dust  particles; 
the  temperature  is  less  liable  to  sudden  variations. 

Convalescents  from  croupous  pneumonia,  pleurisy,  em- 
pyema, typhoid,  and  surgical  operations  do  well  at  the  seashore 
or  in  a  dry,  sunny  inland  resort.  The  same  applies  to  patients 
suffering  from  severe  forms  of  heart  and  kidney  disease.  The 
seashore  climate  acts  almost  as  a  specific  in  acute  gastro-enteritis 
of  childhood.  The  surf-baths  have  a  particularly  stimulating 
effect  in  cases  of  general  nervousness,  in  rachitis,  and  in  scrofula ; 
but  they  are  contra-indicated  in  organic  diseases  of  the  nervous 
system,  in  epilepsy,  and  in  severe  pulmonary  and  circulatory 
disturbances.  Children  suffering  from  chronic  catarrhal  pneu- 
monia or  severe  bronchitis  generally  do  best  in  low,  warm,  dry, 
sheltered  health  resorts. — Sheffield.] 

[DIETARY  OF  THE  CHILD  DURING  HEALTH  AND  DISEASE. 

Healthy  infants  under  9  months  of  age  should  be  fed  ex- 
clusively on  milk  (see  ^^Infant-feeding").  As  salivary  digestion 
is  fully  established  at  this  age,  a  small  quantity  of  carbohydrates 
in  the  form  of  a  crust  of  stale  bread  or  zwieback  will  certainly 
do  no  harm.  When  the  child  is  over  1  year  of  age  an  effort 
should  be  made,  so  to  say,  to  teach  it  to  eat  a  few  articles  of 
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food  other  than  milk, — in  case  an  emergency  arises  when  an 
exclusive  milk  diet  is  contra-indicated,  as,  for  example,  in 
gastro-intestinal  disorders.  Cereal  gruel;  soft-boiled  egg; 
toasted  bread;  oatmeal  or  graham  crackers;  strained  chicken-, 
mutton-,  or  beef-  soup;  orange  juice  and,  later,  baked  apple, 
baked  potato  with  a  little  sweet  cream  or  butter,  will  ordinarily 
be  found  suitable  additions  to  a  plain  milk  diet.  Of  course,  the 
transition  from  an  exclusive  milk  diet  to  a  more  or  less  mixed 
diet  should  be  very  slow  and  gradual,  the  effect  of  the  change 
being  watched  from  day  to  day  and  week  to  week,  always  bear- 
ing in  mind  that  milk  is  the  ideal  food  for  the  young  child. 
Indeed,  milk  should  be  the  chief  constituent  of  the  child's  diet- 
ary imtil  the  sixth  year ;  but,  beginning  with  the  third  year,  the 
milk  diet  should  from  year  to  year  gradually  be  displaced  by  the 
articles  of  food  just  mentioned,  as  well  as  by  small  quantities 
of  chicken  broth  and  mutton  broth,  scraped  beef,  rare  steak, 
mutton  chops,  fresh  white  fish,  fresh  vegetables,  rice  pudding, 
custard,  cocoa,  etc.  All  kinds  of  pastry,  confectionery,  and  fried 
food  should  be  excluded,  as  much  and  as  long  as  possible,  from 
the  dietary. 

Children  over  1  '^/^  or  2  years  of  age  very  often  discontinue 
drinking  milk.  This,  I  believe,  is  due  chiefly  to  the  fact  that 
at  about  this  age,  generally  upon  the  advice  of  the  family  physi- 
cian, the  child  is  forced  to  dispense  with  the  bottles  and  nipples 
— its  only  companions  for  many  months  past.  Why  physicians 
have  come  to  look  upon  bottles  and  nipples  as  a  source  of  all 
evils  to  a  child  over  a  year  old,  while  readily  sanctioning  the  use 
of  bottles  for  children  under  that  age,  is  to  me  a  mystery !  The 
mere  facts  that  children  continue  to  drink  large  quantities  of 
milk  until  they  are  3  or  4  years  of  age,  if  allowed  to  enjoy  it 
from  a  bottle;  that  taken  through  a  nipple  the  milk  enters  the 
stomach  very  slowly,  and  hence  is  better  digested;  and  that, 
finally,  during  sickness  milk  as  well  as  water  ( !)  can  best  be 
administered  by  means  of  a  bottle,  justify  me  in  the  belief  that 
the  use  of  bottles  for  children  of  the  ages  mentioned  should  be 
encouraged  rather  than  discarded,  provided,  of  course,  the  bottles 
are  kept  scrupulously  clean,  are  sterilized,  if  you  please. 

In  feeding  children  during  acute  illness,  Nature's  method  of 
induction  of  anorexia  while  in  that  condition — obviously  in- 
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tended  to  prevent  overfeeding  at  a  time  when  the  digestive  pow- 
ers are  greatly  diminished — should  be  taken  as  a  reliable  guide. 
It  is  often  surprising  to  see  very  delicate  babies  withstand  a  very 
grave  and  tedious  attack  of  sickness  with  hardly  any  nourishment 
at  all.  Like  fish,  they  seem  to  thrive  on  water ;  and  this  heavenly 
beverage  should  be  given  to  them  ad  libitum.  After  a  few  days' 
illness,  if  the  infant  still  refuses  food,  an  attempt  should  be  made 
to  force  it  to  take  small  quantities  of  liquid  food,  such  as  well 
diluted  milk,  toast  water,  farinaceous  water,  albumin  water, 
some  artificial  infant-food  {e.g.,  Eeed  &  Carnrick's),  peptonized 
or  malted  milk,^  etc.,  in  breast-fed  babies  breast-milk,  if  need 
be,  may  be  given  by  means  of  a  spoon  or  dropper.  Older  chil- 
dren may  be  given  also  strained  cereal  gruel,  koumiss,  matzoon ; 
chicken-,  or  mutton-,  or  beef-  soup;  beef  tea,  beef  jelly,  lacto- 
somatose,  eggnog,  water  ices,  ice  cream,  fresh  fruit  juice,  etc. 
In  delirium  or  stupor  the  child  may  be  fed  by  gavage  (q.v.)  or 
per  rectum. 

Rectal  feeding  is  sometimes  indispensable,  for  example,  in 
diphtheritic  paralysis,  severe  convulsive  seizures,  etc.,  when  feed- 
ing by  the  mouth  may  give  rise  to  aspiration  pneumonia ;  but  it 
should  be  employed  only  as  a  last  resort,  since,  in  young  children, 
it  is  very  apt  to  produce  irritation  of  the  rectum.    Furthermore, 

^  Malt-soup.  —  This  food  is  intended  for  infants  suffering  from 
gastro -intestinal  disease.  It  lias  recently  been  liiglily  recommended  par- 
ticularly by  Keller,  and  employed  with  very  good  results  at  the  chil- 
dren's clinic  of  Breslau.  This  food  is  a  modification  of  the  once  popular 
Liebig's  soup,  and  was  prepared  to  meet  the  following  considerations: 
There  is  increased  excretion  of  ammonia  in  infants  affected  with  gastro- 
intestinal disorders,  showing  that,  with  unsuitable  feeding,  there  is  in- 
creased formation  and  excretion  of  acid  metabolic  products.  As  acid 
intoxication  leads  to  loss  of  fixed  alkalies  in  the  infantile  organism,  a 
food  rich  in  alkalies  must  be  administered.  This  may  be  accomplished 
by  avoiding  large  quantities  of  milk-albumin  and  fat  and  by  increasing 
the  food  value  by  means  of  larger  quantities  of  readily  oxidizable  carbo- 
hj'drates.  Keller  suggests,  therefore,  the  following  mixtures:  50  grams 
of  wheat  flour  are  stin-ed  in  Vs  liter  of  cows'  milk  and  strained  through 
a  sieve.  In  another  vessel  100  grams  of  malt  extract  are  dissolved  in 
^/a  liter  of  water  at  50°  C.  To  this  are  added  10  cubic  centimeters  of 
an  11-per-cent.  solution  of  sodium  carbonate.  The  malt  extract  solution 
is  finally  mixed  with  the  milk-flour  mixture  and  boiled.  For  infants 
under  3  months  of  age  and  for  those  very  sick  the  mixture  may  again 
be  diluted  with  water. 
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infants  rarely  retain  a  nutrient  enema  for  any  length  of  time. 
Peptonized  milk  or,  in  older  children,  milk  with  egg  or  somatose 
in  quantities  of  from  1  to  2  ounces  may  be  injected  into  the 
rectum  at  intervals  of  from  three  to  four  hours,  preceded  by  a 
high  rectal  irrigation.  To  check  excessive  irritation  and  peri- 
stalsis a  minute  dose  of  deodorized  tincture  of  opium  may  be 
added.  The  injection  should  be  given  at  the  temperature  of  the 
body,  run  in  very  slowly  and  as  high  up  into  the  intestine  as 
possible  by  means  of  a  small-sized  rectal  tube  and  funnel,  and 
retained  by  compression  of  the  buttocks  for  at  least  half  an 
hour  afterward. — Sheffield.] 

[PALATABLE  PRESCRIBING. 

Palatable  prescribing  is  essential  to  success  in  the  manage- 
ment of  sick  children.  The  physician  who  is  not  a  medicinal 
atheist,  but  believes  that  drugs  possess  the  power  of  curing  or 
relieving  disease,  is  bound  to  see  that  his  little  patient  is  able 
to  take  and  retain  medicines  he  prescribes.  For  otherwise  the 
anguish  and  distress  inflicted  upon  the  unfortunate  child  and 
mother  during  the  administration  of  a  nauseous  and  disgusting 
medicine  make  the  cure  by  far  worse  than  the  disease. 

Indeed,  on  a  few  occasions  the  writer  found  children  v^^ith 
pneumonia  in  a  state  nigh  to  suffocation  from  the  effects  of 
prolonged  and  firm  compression  of  the  nostrils;  and  many  a 
child  bleeds  from  gums  and  lips  and  losses  a  tooth  or  two  from 
the  attempt  of  the  hiiid  mother  to  force  down  into  the  child's 
throat  a  teaspoonful  of  miserable  stuff — intended,  perhaps,  as  a 
mere  placebo! 

"It  is  an  open  secret  that  there  are  many  families  which 
.employ  regular  physicians  for  their  adult  members,  while  the 
young  children  are  intrusted  to  th.e  care  of  homeopaths.  Why  ? 
Because  there  is  never  any  trouble  with  the  children's  taking 
the  homeopathic  pellets,  or  'little  candies.^" 

With  the  object,  therefore,  of  aiding  the  beginner — it  will 
not  hurt  the  old  practitioner — in  palatable  prescribing,  I  will 
endeavor  to  enumerate  the  most  useful  and  palatable  prepara- 
tions of  our  materia  medica,  and  to  suggest  several  adjuvants 
and  methods  by  means  of  which  medicines  offensive  in  taste 
may  be  made  at  least  acceptable. 
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Digestants. — Most  of  the  digestants  and  appetizers,  espe- 
cially pepsin,  pancreatin,  and  orexin  tannate,  are  tasteless,  and 
can  be  made  palatable  by  the  addition  of  powdered  sugar. 

Bitter  Tonics. — The  simple  bitters  are  very  bitter  indeed. 
Except  nux  vomica,  they  are  of  little  utility  and  onght  better  to 
be  let  alone.  Prunns  Yirginiana  is  very  pleasant  in  taste  and  one 
of  the  best  members  of  the  aromatic  bitters.  The  cinchona  prep- 
arations, the  chief  representatives  of  the  peculiar  bitters,  can 
hardly  ever  be  made  palatable,  and  onght  never  to  be  used  in 
children,  unless  intended  as  an  antimalarial.  In  the  latter  case 
quinin  is  best  administered  by  rectum  in  the  manner  suggested  by 
the  writer  a  few  years  ago,  namely :  Y2  drachm  of  quinin  sulphate 
or  bisulphate  with  a  few  grains  of  salt  are  mixed  with  the  white 
of  an  egg,  and  by  means  of  a  glass  syringe  forcibly  injected 
into  the  bowels.  In  a  child  4  years  old  this  can  be  repeated 
three  times  a  day.  The  white  of  the  egg  prevents  irritation  of 
the  rectum,  and,  together  with  the  salt,  aids  in  the  absorption 
of  the  quinin.  Large  doses  can  in  this  way  be  administered 
without  any  unpleasant  effects.  Children  who  take  medicines 
readily  will  find  euquinin — perfected,  almost  tasteless,  quinin — 
quite  a  palatable  preparation.  It  may  be  prescribed  in  simple 
syrup,  or  peppermint-oil  sugar  (oleosaccharum  menth^e),  and 
has  further  advantages  over  quinin  in  being  less  apt  to  produce 
nausea  and  tinnitus.  Grown-up  children  can  usually  be  in- 
duced to  take  the  following  mixture : — " 

IJ  Quinin  sulphate V2  drachm. 

Dilute  sulphuric  acid, 

Essence  of  peppermint of  each,  30       drops. 

Comp.   syrup   of  yerba   santa,   to   make     3       ounces. 
Sig.:     Two  teaspoonfuls  every  three  hours. 

Iron  may  be  prescribed  in  the  following  combinations: — 

IJ  Bitter  wine  of  iron, 

Elixir  of  orange of  each,     1       ounce. 

Jji.  Iron  and  ammonium  citrate 16      grains. 

Brandy V2  ounce. 

Essence  of  pepsin 1      ounce. 

Simple  syrup   to  make  2      ounces. 
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IJ  Tinet.  ferric  chloride 1  drachm. 

Glycerin  4  drachms. 

Syrup  of  ginger  or  orange-flowers I  ounce. 

Water to  make  2  ounces. 

In  administering  iron  to  children  after  the  appearance  of 
their  permanent  teeth  it  is  well  worth  remembering  that  inor- 
ganic iron  solutions  act  very  destructively  upon  the  teeth.  The 
newer  organic  iron  preparations,  such  as  ferrosomatose,  hemo- 
gallol,  etc.,  prescribed  in  powder  form  with  a  little  sugar  or 
chocolate,  are  effective  and  palatable  hematinics  and  free  from 
the  injurious  effects  just  spoken  of. 

Alteratives. — Arsenic,  the  iodids,  and  mercurials  are  the 
leading  remedies  of  this  group.  Fowler's  solution  is  palatable 
however  it  may  be  exhibited.  Among  the  iodids,  syrup  of  fer- 
rous iodid  and  iodipin  with  a  little  syrup  are  excellent  prep- 
arations for  children.  Potassium  or  sodium  iodid  may  be  pre- 
scribed in  water  and  compound  tincture  of  cardamom,  tincture 
of  orange,  or  compound  syrup  of  sarsaparilla. 

Corrosive  sublimate  can  be  diluted  in  the  same  manner. 
Calomel,  the  pediatrist's  panacea,  is  well  taken  by  children,  if 
triturated  with  a  pinch  of  sugar.  Codliver-oil  is  invaluable  in 
the  treatment  of  sick  children,  but  it  is,  unfortunately,  almost 
impossible  to  disguise  its  repulsive  taste.  The  various  mer- 
cantile malt  and  hypophosphite  compounds  are  more  acceptable 
than  the  pure  oil,  but  who  can  vouch  for  their  supposed 
strength  ? 

The  following  formula  may  be  tried  by  mouth : — 

IJ  rodliver-oil   4  ounces. 

Extract  of  malt 1  ounce. 

Syrup  of  calcium  hypophosphite   1  oimce. 

Glycerin, 

Powdered  acacia of  each,  4  drachms. 

Cinnamon- water to  make  8  ounces. 

Antipyretics. — To  relieve  pain  and  reduce  temperature  the 
coal-tar  products  in  small  doses  can  safely  be  resorted  to. 
Phenacetin  is  almost  tasteless,  and,  with  a  little  sugar  contain- 
ing a  drop  of  oil  of  peppermint,  very  palatable  indeed.  If 
properly  administered  it  is  certainly  a  safe  preparation.     Anti- 
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pyrin  and  the  salicylates  are  best  exhibited  in  a  little  glycerin 
and  peppermint  or  orange-flower  water.  The  following  mix- 
ture is  very  serviceable  in  acute  articular  rheumatism  of  chil- 
dren : — • 

I^  Sodium  benzoate, 

Sodium  salicylate .' .  .of  each,  1  V2  drachms. 

Tincture  of  orange    4        drachms. 

Distilled  water    to  make  2        ounces. 

Salol^  aspirin^  and  salicylic  acid  are  best  prescribed  in  pow- 
der, with  the  addition  of  a  minute  quantity  of  oil  of  winter- 
green,  just  enough  to  impart  its  taste. 

Hypnotics  and  Anodynes. — The  selection  of  tasteful  ano- 
dynes is  rather  difficult.  The  author  prefers  the  deodorized 
tincture  of  opium  to  all  other  preparations,  as  it  is  very  efficient 
in  but  very  small  quantities,  and  can  therefore  be  readily  dis- 
guised in  any  elixir  or  syrup — e.g.,  syrup  of  ginger  or  syrup  of 
raspberry.  In  prescribing  codein,  heroin,  or  dionin  in  a  fluid, 
a  little  gum  arable  should  be  added  to  avoid  the  formation  of  a 
sediment.  In  excessive  irritability  of  the  stomach,  opium  as  well 
as  the  bromids,  chloral,  trional,  and  sulphonal  m^ay  be  adminis- 
tered by  rectum.  The  last  two  preparations  are  usually  well 
taken  by  children  in  powder  form  with  sugar  or  in  elixir  of 
orange  or  glycerin  with  bitter  almond,  cinnamon,  peppermint, 
or  anise-water.  Syrup  of  lactucarium  may  be  added  to  the 
former  in  treating  infantile  convulsions. 

Antispasmodics. — Belladonna  is  the  principal  drug  of  this 
group.  The  fluid  extract  should  be  prescribed  in  preference  to 
the  tincture.  Syrup  of  almonds  or  of  wild  cherry,  with  a  little 
water,  is,  among  many  others,  an  excellent  vehicle  for  it.  Cam- 
phor holds  on  to  its  miserable  taste  no  matter  what  is  done. 
Powdered  chocolate  disguises  it  somewhat.  Emulsion  of  chloro- 
form and  compound  spirit  of  ether  are  excellent  antispasmodics 
and  need  but  little  dilution. 

Stimulants. — N'ux  vomica,  strychnine,  ammonia,  alcohols, 
strophanthus,  caffein,  and  digitalis  are  all  indispensable  drugs 
in  children's  practice,  and  fortunately  can  be  made  palatable  in 
any  of  the  usual  adjuvants.  The  extracts  and  alkaloids  should 
be  preferred  to  tinctures  or  infusions.     As  quick  circulatory 
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and  respiratory  stimulants  the  ammonia  preparations,  such  as 
aromatic  spirit  of  ammonia,  anisated  solution  of  ammonia,  are 
very  agreeable  and  efficient.  It  is  really  sinful  to  use  ammo- 
nium chlorid  instead. 

Heart  Sedatives. — There  are  but  very  few  occasions  when 
these  drugs  are  beneficial  in  children.  Aconite,  the  old  stand- 
by of  the  homeopath,  may  be  given  in  minute  doses  and  well 
diluted  with  water.  Like  digitalis,  it  is  a  dangerous  remedy  in 
the  hand  of  the  ignorant.  The  indication  for  aconite  is  sthenic 
fever,  and  there  are  not  many  children  who  are  too  vigorous 
while  sick.  It  is  a  good  rule  never  to  prescribe  aconite  for 
more  than  eight  doses.  The  same  holds  good  with  antimony, 
except  the  mild  preparation,  syrupus  scillae  comp.,  which  is  an 
agreeable  and  efficient  expectorant. 

Emetics. — Although  intended  to  disgust,  most  emetics  are 
not  disgusting  in  taste.  The  wine  of  ipecac  is  quite  palatable 
and  preferable  to  the  syrup.  Apomorphin  is  a  cardiac  depress- 
ant, and  ought  to  be  used  with  caution  in  children.  Occasion- 
ally tartar  emetic  or  zinc  sulphate  is  indicated,  and  no  special 
effort  need  be  made  to  make  them  palatable.  It  is  to  be  re- 
gretted that  emetics  are  dropping  into  disuse,  as  many  cases  of 
gastritis  could  be  arrested  in  their  incipiency  by  the  early  admin- 
istration of  an  emetic. 

Laxatives,  Cathartics,  and  Purgatives. — Very  few  of  the 
many  drugs  of  this  group  are  being  employed  in  children.  Calo- 
mel and  aromatic  tincture  of  rhubarb  answer  well  in  most  cases. 
Senna  mixture  can  be  made  agreeable  in  conjunction  with  com- 
pound syrup  of  sarsaparilla.  If  castor-oil  is  wanted,  use  the 
following  emulsion: — 

IJ  Castor-oil    1  ounce. 

Oil  of  peppermint   5  drops. 

Sugar    1  drachm. 

Mucilage  of  acacia, 

Water to  make  2  ounces. 


Eochelle  salt,  in  a  little  aromatic  spirit  of  ammonia,  glyc- 
erin, and  fennel-water,  forms  a  pleasant  mixture.  Podophyl- 
lin  or  aloin  may  be  triturated  with  aromatic  powder.     Finally, 
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it  is  worth  remembering  that  an  enema  with  soapsnds  often  dis- 
penses with  drugging. 

Anthelmintics.  —  For  all  kinds  of  worms,  except  tenia, 
small  doses  of  santonin  and  calomel  in  powdered  sugar  do  well, 
especially  if  assisted  by  an  enema  of  soapsuds  and  turpentine  or 
a  decoction  of  quassia-wood.  All  teniafuges  are  disagreeable  to 
the  taste  and  irritate  the  stomach.  The  following  is  quite  effi- 
cient and  palatable : — 

3  Ethereal  extract  of  aspidium  (Merck)...  3  drachms. 

Emulsion  of  chloroform   4  drachms. 

Emulsion  of  almond to  make  2  ounces. 

Two  teaspoonfuls  for  a  child  six  years  old,  followed  by  a  moderate 
dose  of  castor-oil  in  emulsion. 

Failure  to  expell  the  worm  is  often  due  to  the  fact  that  an 
oleoresin  is  used  which  is  prepared  from  old  male  fern.  This 
can  be  obviated  by  prescribing  a  preparation  made  from  the 
fresh  green  drug  like  the  above. 

Tanret^s  solution  of  pelletierin  is  claimed  to  be  a  pleasant 
remedy. 

Diuretics  and  Diaphoretics. — In  addition  to  most  of  the 
heart  stimulants  which  are  classed  among  the  hydragogue  diu- 
retics, we  possess  several  alkaline  diuretics  that  are  palatable  or 
can  be  made  so ;  namely,  distilled  water,  solution  of  ammonium 
acetate,  solution  of  potassium  citrate,  and  spirit  of  nitrous  ether. 
Among  the  alkaline  salts,  sodium  benzoate  is  deserving  of  spe- 
cial attention,  as  it  is  free  from  any  unpleasant  effects  and  acts 
simultaneously  as  a  diuretic,  diaphoretic,  expectorant,  antipy- 
retic, antirheumatic,  and  antiseptic.  It  is  almost  a  specific  in 
influenza.  It  may  be  administered  in  any  medicated  water. 
Eecently  agurin  and  theocin  have  been  found  to  be  very  active 
and  useful  diuretics;  they  are  best  prescribed  in  tablets  or  in 
powder  form. 

Expectorants. — Anisated  solution  of  ammonia,  compound 
syrup  of  squill,  and  wine  of  ipecac,  which  have  already  been  re- 
ferred to,  are  very  palatable  and  efficient  expectorants.  To 
these  may  be  added  syrup  of  senega,  tincture  of  cubeb,  com- 
pound mixture  of  glycyrrhiza,  syrup  of  wild  cherry,  syrup  of 
Tolu,  and  syrup  of  althea;  the  latter  four  syrups  serve  also  as 
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excellent  adjuvants.  Creosote  is  of  inestimable  value  in  pro- 
tracted coughs,  and  may  be  prescribed  either  in  the  form  of 
creosote  carbonate  or  in  the  following  manner: — 

U  Creosote    (beechwood)    8  to  16  minims. 

Glycerin   4  drachms. 

Sherry  wine to  make     2  ounces. 

Astringents. — It  will  usually  be  found  that  bismuth  and 
chalk  mixture  will  do  well  in  most  cases  where  astringents  are 
indicated : — 

5  Bismuth  subnitrate 2  to  4      drachms. 

Chalk   mixture    3       drachms. 

Glycerin   2       drachms. 

Syrup  of  acacia    Va  ounce. 

Peppermint-water   to  make  2       ounces. 

Shake  well  before  using. 

Krameria  and  tannic  acid  are  best  administered  in  an 
enema  of  starch  and  water.  Tannic  acid  and  the  tannin  prep- 
arations (q.v.)  may  be  given  by  mouth  with  aromatic  powder. 

Gastric  Sedatives. — Last  in  line,  but  first  in  importance, 
are  the  gastric  sedatives,  for,  no  matter  how  palatable  the  medi- 
cine may  be,  it  wdll  usually  be  rejected  by  a  highly  irritated 
stomach.  There  are  many  methods  for  diminishing  gastric  ir- 
ritability, notable  among  them  being  the  use  of  cracked  ice,  cold 
or  hot  water,  small  doses  of  calomel  and  sodium  bicarbonate; 
lime,  peppermint,  or  bitter-almopd  water;  bismuth,  and  cerium 
oxalate.  A  palatable  mixture,  which  Dr.  Hartshorne  desig- 
nates as  "  remarkably  useful,'^  and  which  the  author  has  often 
employed  with  excellent  results  in  vomiting  of  acute  gastro- 
enteritis in  children,  is  the  following: — 

3  Aromatic  spirit  of  ammonia, 

Magnesia    of  each,  1  drachm. 

Peppermint-water   to  make  2  ounces. 

One  teaspoonful  every  half  hour  till  relieved.  Camphorated  tinc- 
ture of  opium  may  be  added  if  indicated.     Shake  well  before  using. 

In  administering  medicines  to  infants  it  is  at  times  ad- 
vantageous to  divide  the  regular  dose  into  several  small  doses, 
giving  it  drop  by  drop  until  the  whole  is  consumed.     In  this 


478  PRACTICAL  PEDIATRICS. 

way  the  most  irritable  stomach  will  often  retain  the  medicine, 
where  it  would  reject  it  otherwise.  The  following  general  rules 
should  be  borne  in  mind : — 

1.  Never  prescribe  medicines  unless  thoroughly  convinced 
of  their  absolute  indication.  If  a  placebo  is  desirable,  employ  a 
palatable  adjuvant. 

2.  ISTever  prescribe  a  preparation  requiring  a  large  dose 
when  a  small  quantity  of  another  will  prove  equally  efficient — 
i.e.,  use  an  alcoholic  extract  or  an  alkaloid  instead  of  a  syrup, 
tincture,  or  infusion. 

3.  Never  prescribe  an  offensive,  nauseous  mixture  when  a 
palatable  one  will  be  equally  serviceable. 

4.  Never  prescribe  more  than  two  ill-tasting  drugs  in  one 
adjuvant,  and  do  not  combine  several  adjuvants  which  are  aj^t 
to  disguise  each  other. — Sheffield.] 

MATERIA  MEDICA. 

Acetum  [Vinegar]  is  applied  externally  in  fever,  hyperi- 
drosis,  etc.,  and  as  a  styptic  (1  to  5  or  10  parts  of  water)  in 
epistaxis.  As  an  addition  to  enemas  (1  to  3  tablespoonfuls  to 
1  glass  of  water)  it  is  very  serviceable  in  poisoning  by  gas,  al- 
kalies, opium,  and  santonin;  and  in  asphyxia,  sopor,  and  oxyu- 
rides. 

Acetum  Pyrolignos  in  1-per-cent.  solution  has  been  recom- 
mended by  Steffen  in  acute  enteritis.  Dose,  4.0  to  8.0  [5j  to 
3ij]  every  hour.  With  equal  parts  of  glycerin  it  is  employed 
locally  in  chronic  pharyngitis. 

Acidum  Aceticum  is  useful  in  acne  in  the  following  com- 
bination : — 

IJ  Acidi  acetici  concentr., 
Tincturge  benzoini, 

Spiritus  eamphorse of  each,       6.0  [3iss]. 

Alcoholis   ad  100.0  [Biij]. 

Sig.:    To  be  rubbed  in  three  times  a  day. 

In  prurigo  the  patient  is  sponged  with  a  5-  to  10-per-cent. 
solution,  followed  by  painting  with  glycerin. 
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[Acidum  Aceticum  Glaciale. — Externally  it  is  employed  in 
tinea  circinata;  two  or  three  applications  usually  suffice  to  ef- 
fect a  cure. — Sheffield.] 

Acidum  Benzoicum  is  an  efficient  expectorant  and  stimu- 
lant. 

U  Acidi  benzoici 0.02  to  0.05  [gr.  \/,-V,]. 

Sacchari  lactis  0.50  [gr.  viij]. 

M.  et  ft.  p. 

Sig.:    One  powder  every  one  to  two  hours. 

IJ  Acidi  benzoici, 

Pulveris  camphorae of  each,  0.02  to  0.05   [gr.  Va-VJ- 

M.   et  ft.  p. 

Sig.:    One  powder  every  two  to  four  hours. 

[These  powders  may  be  made  more  palatable  by  the  addition  of 
chocolate.— Sheffield.] 

IJ  Acidi  benzoici 1.0  [gr.  xv]. 

Pulveris   camphoras    0.3  [gr.  iv], 

Spiritus  aetheris, 

Aquse  destillatse    of  each,  5.0  [3j]. 

Sig.:  One-half  to  one  syringeful  subcutaneously  [very  painful!]. 
(Stimulant,  according  to  Soltmann.) 

I^  Acidi  benzoici    6.0  [3iss]. 

Spiritus  aetheris, 

Tincturae  aromaticoe   of  each,  5.0  [3j]. 

Sig.:    Three  to  six  drops  every  hour   (in  cholera — Soltmann). 

IJ  Acidi  benzoici    0.5  [gr.  viij]. 

Liquoris  ammonii  auisati 2.0  [3ss]. 

Syiiipi  senegas, 

Syi-upi  simplicis    of  each,  25.0  [5vj]. 

Sig.:    One  teaspoonful  every  two  hours  (expectorant). 

Acidum  Boricum  is  employed  in  the  form  of  an  ointment 
(5  to  10  per  cent.)  in  eczema,  intertrigo,  combustio,  congelatio, 
etc.,  and  as  a  dusting  pow^der,  either  by  itself  or  combined  with 
equal  parts  of  dermatol  [aristol]  or  amylum.  In  4-per-cent. 
solution  it  is  used  as  an  antiseptic  and  disinfecting  lotion  in 
acute  eczema,  as  a  gargle  in  stomatitis,  diphtheria,  etc.,  and  as 
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an  eyewash  and  earwash.  A  2-per-cent.  boric-acid  solution  is 
sometimes  administered  by  enema  in  dysentery  and  in  ^/^-  to  1- 
per-cent.  solution  is  employed  in  irrigations  of  the  bladder  in 
cystitis. 

IJ  Acidi  borici    0.50  [gr.  viij]. 

Aeidi   salicylic! 0.25  [gr.  iv] . 

Zinci  oxidi, 

Amyli    of  each,  10.00  [Siiss], 

Vaselini   20.00  [3v]. 

M.  f.  past,    (antimycotic). 

IJ  Acidi  borici 0.5  [gr.  viij]. 

Acidi   salicylici    0.2  [gr.  iij]. 

Zinci  oxidi, 
Magnesias, 

Talci    of  each,     5.0  [3j]. 

Seminis  lycopodii   15.0  [3iij]. 

Sig.:    Dusting  powder. 

Acidum  Carbolicum  should  never  be  given  internally  [may 
be  administered  in  very  minute  doses  (^/go  to  ^/^q  drop)  in  influ- 
enza, pertussis,  etc. — Sheffield]  .  Also  externally  it  should  be 
used  with  great  caution,  as  in  children,  particularly,  the  newly 
born,  it  has  a  tendency  to  cause  intoxications  {^e.g.,  in  circumcis- 
ion it  should  not  be  employed  at  all) .  Even  in  older  children  its 
use  should  be  governed  by  the  appearance  of  the  urine  (dark, 
olive-green  discoloration  is  suggestive  of  poisoning).  Carbolic 
acid  is  sometimes  employed  in  diphtheria  (1-per-cent.  solution  as 
a  gargle;  1  to  3  per  cent,  for  cauterizing  purposes;  4  to  5  per 
cent,  as  an  inhalation,  five  to  ten  minutes  at  a  time,  every  two 
hours),  and  stomatitis  ulcerosa  (with  equal  parts  of  alcohol). 
In  severe  scarlatinal  infection  of  the  throat,  Heubner  injects 
carbolic  acid  in  the  tonsils  and  in  the  soft  palate  (1  cubic  centi- 
meter [gtt.  xv]  of  a  3-per-cent.  solution  should  be  injected  in 
several  places  once  a  day,  for  several  days).  This  method  is 
deserving  of  recommendation.  As  an  inhalation  (V2-  to  1-per- 
cent, solution)  it  is  also  employed  in  pertussis.  It  is  useful  (in 
1-  to  2-per-cent.  solution)  in  pruritus  [urticaria]  and  in  ery- 
sipelas (0.5-1.5  [1  to  3  per  cent.]  :   50.0  glycerin).    In  pulpitis 
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the  tooth-cavity  is  packed  with  absorbent  cotton  dipped  in  pure 
carbolic  acid.    In  congelatio: — 

IJ  Acidi  carbolici   1.0  [gr.  xv]. 

Unguenti  plumbi, 

Lanolini    of  each,  20.0  [3v]. 

Olei  amygdal.  dulcis    10.0  [3iiss]. 

[For  the  naso-pharyngeal  toilet : — 

I^  Acidi  carbolici   0.06  (gr.  j). 

Sodii  bicarbonatis, 

Sodii  boratis   of  each,     0.30  (gr.  v). 

Glycerini    4.00  (3j). 

Aquae  destillatoe    30.00  (5j). 

Sig. :     As   a   spray   or   wash.     ("Dobell's  solution,")] 

Acidum  Citricum  is  nsed  in  diphtheria  cither  as  a  gargle  or 
as  an  application  (10-per-cent.  solution)  to  the  diphtheritic 
patches  by  means  of  a  brush.  It  is  also  administered  inter- 
nally : — 

IJ  Acidi  citrici    10.0  [3iiss]. 

Aquae  destillatae    100.0  [Siijj. 

Saccharini    0.4  [gr.  ^/^]. 

Sig.:    One  tablespoonful  to  a  ghiss  of  water  p.  r.  n. 

IJ  Acidi  citrici    1.0  [gr.  xv]. 

Aquae  destillatae    70.0  [3ij]. 

Syrupi  citricis    30.0   [5j]. 

Sig.:  One  teaspoonful  every  half-hour,  for  children  under  1  year 
of  age. 

[Citric  acid  is  almost  exclusiA^ely  used  in  the  form  of  lemon- 
juice  (succus  limonis).  It  is  prescribed  in  scurvy  in  the  form 
of  lemonade.  Locally  it  is  also  valuable  in  epistaxis. — Shef- 
field.] 

Acidum  Lacticum  is  employed  as  an  inhalation  (15  to  300), 
as  a  topical  application  in  diphtheria  (10  to  20  drops  to  a  table- 
spoonful  of  water),  and  as  a  caustic  in  tuberculous  ulcers  (10  to 
20  per  cent.).  Internally  it  is  administered  in  dyspepsia,  diar- 
rhea, and  cholera  infantum.  Dose:  gtt.  '^/^  for  children  a  few 
weeks  old;  gtt.  ss,  1  year  old;   gtt.  i-ij  for  older  ones. 

31 
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I^  Acidi  lactici 0.5  to  1.0  to       2.0  [)»viii-xv-xxx]. 

Aquae  destillatse    80.0  [Siiss]. 

Syrupi   simplicis    ad  100.0  [Biij]. 

Sig,:    One  teaspoonful  every  hour  or  two. 

Acidum  Muriaticum  [Hydrochloricum]  is  administered  in 
dyspepsia^,  acute  gastro-enteritis,  diarrheas,  typhoid,  etc. 

Dose:  Gtt.  Ve  for  a  child  under  1  year  old. 
Gtt.  ^/i  for  a  child  under  2  years  old. 
Gtt.  ss-j  for  older  children. 

The  dose  may  be  repeated  every  two  hours. 

It  may  also  be  combined  with  tinctura  opii  in  cases  of  diar- 
rhea. Its  action  as  an  appetizer  is  enhanced  by  the  addition  of 
spiritus  setheris  nitrosi,  tinctura  cinchonas  composita,  etc. 

IJ  Acidi  muriatici  0.25  to  0.5  [wiv-viij]. 

(Tincturae   thebaicae    [opii] gtt.  ii-x.) 

(Spiritus  setheris  nitrosi  1.0  to  2.5   [mxv-xl].) 

Syrupi  rubi  idsei 15.0  [§ss]. 

Aquae  destillatse   ad  100.0  [Siij]. 

IJ  Acidi  muriatici  0.25  to      0.5  [7niv-viij]. 

Tincturae  cinchonse  compositae 2.5  to      5.0  [3ss-j]. 

Syrupi  corticis  aurantii 15.0  [5ss]' 

Aquae  destillatse   ad  100.0  [3iij]. 

Sig.:    One  teaspoonful  to  one  tablespoonful  every  two  hours. 

[The  acid  is  best  given  in  the  form  of  the  official  acidum 
hydrochloricum  dilutum  (10  per  cent.;  sp.  gr.,  1.050).  Dose: 
1  to  10  drops. — Sheffield.] 

Acidum  Phosphoricum  is  a  mild  antifebrile. 

Dose:    Gtt.  ss  for  a  child  under  1  year  of  age. 
Gtt.  j  for  a  child  under  2  years  of  age. 
Gtt.  iss  for  a  child  from  3  to  4  years  of  age. 
Gtt.  ii-iv  for  older  children. 

To  be  repeated  every  two  hours. 

Acidum  Pyrogallicum  is  employed  as  a  caustic — e.g.,  in 
lupus — in  the  form  of  a  paste  (1  to  10  of  vaselini  flavi).  It 
produces  little  pain  and  attacks  only  diseased  tissues. 
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Acidum  Salicylicum  should  not  be  administered  internally, 
owing  to  the  gastric  irritation  it  produces.  Externally  it  is  em- 
ployed as  an  ointment  (1-2  to  20)  and  dusting  powder,  espe- 
cially in  eczema  and  hyperidrosis;  as  a  mouthwash  (1  to  300)  in 
stomatitis;  and  in  irrigations  of  the  bladder  in  cystitis  (0.2  to 
100.0  [gr.  iij  to5iij]). 

IJ  Aoidi  salicylici  2.0  [3ss]. 

Talci   70.0  [5ijl. 

Amyli    30.0  [5j]. 

Sig. :    Dusting  powder   (for  eczema,  hyperidrosis). 

IJ  Acidi  salicylici  2.0  [3ss]. 

Bisnuithi  subnitratis   40.0   [3x]. 

Pulveris  amyli   I.d.O  [5iv]. 

Unguentl  rosse  100.0  [5i>jl- 

Sig.:  To  be  smeared  thickly  on  gauze  for  eczema  of  the  face 
(Kistler). 

IJ  Acidi  salicylici  3.0  [gr.  xlv]. 

Zinci  oxidi    10.0  [3iiss]. 

Amyli    2.=).0  [3vj]. 

Vaselini  flavi   ad  100.0  [5iij]. 

(Lassar's  paste.) 

IJ  Acidi  salicylici  1.0  [gr.  xv]. 

Unguenti  simplicis   15.0  [3iv]. 

(Umbilical  gangrene.) 

IJ  Acidi  salicylici 0.25   [gr.  iv]. 

Amyli    50.0     [5xij]. 

(Umbilical  fungi.) 

IJ  Acidi  salicylici    2.5  to       5.0  [gr.  xl-lx]. 

Spiritus   vini    ")  ^       ,    , 

^,        ,   ,  .  K.   q.  s.  ad  somt. 

Glycerini  pun  j 

Vaselini    30.0  [5jl. 

(Eczema  [Henoch].) 

IJ  Acidi  salicylici  2.0  [3ss]. 

Alcoholis    10.0  [5iiss] . 

Glycerini   20.0  [3iy]. 

Sig.:    Swab  for  obstinate  and  painful  aphthae  (Hirtz). 
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[IJ  Acidi  salicylic!  1.0  (gr.  xv). 

Ichthyolis    1.0   (wxv) . 

Epicarini    1.0   (gr.  xv). 

Unguenti  zinci  oxidi 32.0   (Sj ) . 

Sig.:  To  be  applied  once  or  twice  a  day  (in  parasitic  skin  dis- 
eases).] 

m  Acidi  salicylici 1.0   (gr.  xv). 

Extracti  cannabis  Indicae 0.5   (wiviij). 

Alcoholis 1.0  ( wxv) . 

^theris    , 2.5   (mxl) . 

Flexible  collodion  6.0  (3iss) . 

Sig.:  Paint  the  corn  twice  daily  for  five  days,  then  soak  the  foot 
in  hot  soap-water.     (For  corns.)] 

Acidum  Tannicum  is  administered  internally  in  nephritis 
(especially  hemorrhagic),  cystitis,  diarrheas,  enteritis,  and  dys- 
entery. It  may  be  prescribed  in  solution  (0.25  [gr.  iv]  to  50.0 
[§iss]  for  a  child  under  three  months;  0.5  [gr.  viij]  to  50.0 
[§iss]  for  older  children;  1  teaspoonful  every  hour  or  two)  or 
in  powder  form,  sometimes  combined  with  opium. 

IJ  Acidi  tannici  0.01  to     0.05  [gr.Ve-'Al- 

Sacchari  albi 0.5     [gr.  viij  J . 

Sig.:    One  powder  every  hour  or  two. 

IJ  Acidi  tannici 0.01  to  0.05  [gr.Ve- 'Al- 

Opii  puri    0.0005  to  0.001  [gr.  Vm-Veo]- 

Sacchari  albi 0.5  [gr.  viij]. 

Sig.:    One  powder  every  hour  or  two. 

In  the  conditions  just  mentioned  tannic  acid  is  also  given 
as  an  enema;  or  in  conjunction  with  strychnin,  in  more  chronic 
intestinal  diseases  [in  subacute  and  chronic  intestinal  catarrh 
Escherich  obtained  very  prompt  action,  even  as  early  as  the 
second  day,  from  the  administration  of  tannigen]. 

U  Acidi  tannici  1.0  to       3.0  [gr.  xv-xlv]. 

Aquse  destillatee   200.0  [5vj]. 

Sig.:    As  an  enema. 

U  Acidi  tannici  0.02  to   0.04  [gr.  V3-V3]. 

Strychninse 0.0003  to    0.0006  [gr.  V200- Viool- 

Sacchari  albi 0.5  [gr.  viij]. 

Sig.:    One  powder  every  two  to  four  hours. 
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In  tenesmus : — 

IJ  Acidi  tannici    ; 1.0  [gr.  xv]. 

Tincturae  belladonna;  gtt.  v. 

Olei  theobromatis   15.0   [3iv]. 

Ft.  supp.  no.  V   (Soltmann). 

Internally  it  is  also  employed  in  poisoning  by  alkaloids  and 
metals,  and  externally  as  an  injection  in  epistaxis  (5  per  cent.), 
as  an  insufflation  in  chronic  pharyngitis  (1.0-3.0  [gr.  xv-xlv]  to 
200.0  [ovj] )  ;  for  the  latter  condition  also  the  following  is  or- 
dered : — 

IJ  Acidi  tannici 2.0  [3ss]. 

Spiritus  diluti, 

Aquae  destillatse   of  each,  5.0  [3iss]. 

Glycerini    12.0  [3iij]. 

Henoch  recommends  in  eczema : — 

I^  Acidi  tannici    2.0  [3ss]. 

Vaselini   30.0  [5j]. 

m  Acidi  tannici    30.0   (5j). 

Acidi  salicylici 10.0   (3ij). 

Alcoholis    60.0   (sij). 

Aquae  destillatie    200.0   (5vj) . 

Sig. :    Externally  in  hyperidrosis  and  bromidrosis. — Sheffield.] 

Adonis  Vernalis  [Adonidin]. — Cardiac  stimulant.  It  is  ad- 
ministered in  heart  disease,  without  involvement  of  the  kidneys, 
[sometimes]  in  combination  with  digitalis.  [Dose,  for  children 
3  years  old,  0.0006  (gr.  V.oo)-] 

IJ   Adonidini 0.0165  [gr.  V J . 

Fol.  digitalis   0.3  to      0.6  [gr.  v-x]. 

Infund.  c.  aqua 80.0  [Siiss] . 

Syrupi  simplicis    ad  100.0  [SiijL 

Sig.:    One  teaspoonful  every  four  to  six  hours. 

[Agurin  (acet-theobromin-sodium)  is  a  nonirritating  active 
diuretic  recommended  especially  in  the  treatment  of  dropsical 
effusions,    occurring   in   cardiac    and   chronic    renal    diseases. 
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Dose:  gr.  iss-v  (0.1  to  0.3)  three  to  four  times  a  day,  in  solution 
or  in  wafers  or  capsules. — Sheffield.] 

Althea  is  employed  as  an  expectorant  in  bronchitis,  pneu- 
monia, etc.  It  may  be  administered  with  liquor  ammonii  ani- 
satus,  and,  if  the  cough  is  severe,  in  combination  with  opium : — 

Iji.  Decocti  radicis  althese 5.0-10.0  to  75.0  [3i-ij  to  ^ij]. 

Liquoris  ammonii  anisati 2.0  to    5.0  [3ss-j]. 

(Tincturse  opii  benzoicae 1.0  to    5.0  [wxv-3j] ). 

Sympi  altheae    15.0  [3iv]. 

Sig.:    One  teaspoonful  every  two  hours. 

Alumen  [Alum]  in  solution  is  employed  as  a  gargle  in 
angina  and  stomatitis  (5ss  to  a  glass  of  water),  as  a  topical  appli- 
cation to  the  nasal  mucous  membrane  in  epistaxis  (3ss-j  to  a 
pint  of  water),  and  as  an  instillation  in  the  ear  in  otorrhea;  as 
a  vaginal  injection  in  fluor  albus  (5  per  cent.).  In  powder  form 
it  is  used  externally  to  check  excessive  granulations  (omphali- 
tis) [and  internally  (3j)  as  an  emetic  in  croup] . 

Aluminium. — Aluminium  Aceto-tartras  is  applied  (1  to  2 
per  cent.)  in  eczema  and  intertrigo. 

Liquor  aluminii  acetatis  is  employed  as  a  cooling  lotion 
(10  to  20  per  cent.)  ;  as  a  mouthwash  in  stomatitis,  etc.;  and 
as  an  injection  in  vulvo-vaginitis  (5j  to  a  glass  of  water)  ;  also 
as  an  enema  in  dysentery  and  enteritis  follicularis  (1  per  cent, 
solution)  once  in  twenty-four  hours.  In  these  conditions  Solt- 
mann  also  administers  it  internally: — 

IJ  Liquoris  aluminii  acetatis 30.0  [5j]. 

Aquse  destillatse    60.0  [Sij]. 

Syrupi  simplicis    10.0  [Siiss], 

Sig.:    One  teaspoonful  every  two  hours. 

Ammonium  Preparations. — [Ammonii  Carhonas. — Stimu- 
lating expectorant  in  capillary  bronchitis,  pneumonia,  etc.  Dose : 
0.03  to  0.3  (gr.  ss-v). 

Liquor  Ammonii  Acetatis  (Spirit  of  Mindererus). — Mild 
stimulant,  diaphoretic,  and  diuretic;  it  is  very  useful  in  febrile 
and  inflammatory  affections.  Dose:  0.3  to  2.0  (??iv-xxx). — 
Sheffield.] 
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Liquor  Ammonii  Anisatus. — Good  expectorant  and  analep- 
tic. As  expectorant  it  is  administered  with  or  without  ipecac- 
uanha, senega,  althea,  etc.,  namely:  to  a  100.0  [5iij]  mixture 
0.5  [??iviij]  of  liquor  ammonii  anisatus  is  added  for  children  a 
few  months  old;  1.0  [wxv]  beyond  G  months:  2.0  [.'5ss]  beyond 
1  3^ear;  3.0  [//^xlv]  beyond  2  years  old,  etc.;  1  teaspoonful  every 
two  hours.  It  is  prescribed  as  analeptic — e.g.,  in  severe  pneu- 
monia, and  in  many  other  conditions  associated  with  collapse, 
often  in  conjunction  with  spiritus  setheris. 

IJ  Liquoris  ammonii  anisati, 

Spiritus  aitlieris   of  each,  10.0  [3iiss]. 

Sig. :    Ten  to  twenty-five  drops  in  sugar-water  every  hour. 

Amnwnii  CMoridum. — Expectorant  in  laryngitis,  bron- 
chitis, etc.  Dose:  0.02  [gr.  V3]  for  a  child  1  year  old,  0.03  to 
0.06  [gr.  ss-j]  for  a  child  from  2  to  3  years  old. 

IJ  Ammonii  chloridi .        1,0  [gr.  xv]. 

Liquoris  ammonii  anisati 2.0  to      3.0  [gr.  xxx-xlv]. 

Extracti  glycyrrhizae  fluidi    15.0  [3iv]. 

Aquae  destillata^   ad  100.0  [5iij]. 

Sig. :  One  teaspoonful  every  two  hours  (for  a  child  from  2  to  3 
years  old). 

[Spiritus  Ammonice  Aromaticus. — An  agreeable  and  pow- 
erful carminative,  antacid,  and  general  stimulant.  Dose:  gtt. 
ii-x. 

I^  Spiritus  ammoniae  aromatici 2.0  to    4.0  (3ss-j). 

Magnesiae     4.0   (3j ) . 

(Tineturae  opii  camplioratae 2.0  to    4.0  [3ss-j]). 

Aquae  menthae  piperitae ad  64.0   (5ij)- 

Sig.:  One  teaspoonful  every  half-hour  till  relieved  (in  vomiting  of 
acute  gastroenteritis   [Hartshome]). — Sheftield.] 

Amylene  Hydrate. — Hypnotic.  Dose:  0.05  to  0.1  [gr.  ^ Ze- 
iss'] for  a  child  under  1  year,  0.3  to  0.5  [gr.  v-viij]  for  older 
children. 

Amylum  is  employed  as  a  dusting  powder  in  eczema,  in- 
tertrigo, etc. ;  in  enemas  in  diarrheas  (^/^  to  1  teaspoonful  to  be 
stirred  in  a  little  cold  water  and  allowed  to  swell  in  ^/^  glassful 
of  hot  water;   1  to  3  drops  of  tincture  of  opium  may  be  added). 
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Aneson  (a  colorless,  watery  solution  of  trichlor-pseudobntyl 
alcohol  or  aceton-chloroform)  is  a  new  local  anesthetic.  It  is 
frequently  used  in  children  instead  of  Schleich's  solutions. 
Aneson  is  identical  in  its  effects  with  a  2-  to  2  ^/g-per-cent.  solu- 
tion of  cocain,  and  acts  also  in  inflammatory  infiltrations  (1  to 
3  grams  [77^xv-xlv]  are  sufficient  for  ordinary  purposes).  It  has 
the  advantage  of  always  being  ready  for  use  and  permanent, 
thus  saving  the  physician  the  trouble  of  preparing  solutions. 
Aneson  is  considered  harmless  and  nonirritating.  Eecently 
Goeppert  recommended  aneson  for  the  relief  of  pain  in  dis- 
eases of  the  mouth  (stomatitis).  Fifteen  minutes  before  eating, 
a  moderate  quantity  of  the  solution  is  carefully  (without  rub- 
bing) applied  over  the  affected  parts  and  repeated  after  five 
minutes.  The  swab  is  left  in  place  for  some  time,  if  the  dis- 
ease is  very  pronounced.  Anesthesia  usually  follows  after  from 
five  to  ten  minutes. 

Antifebrin  [Acetanilid]  should  not  be  often  administered 
to  children  owing  to  the  collapse  (cyanosis  of  the  lips!)  it  is 
prone  to  produce.  Antipyrin  [or  phenacetin]  should  be  given 
instead.  If  ever  administered  it  should  be  begun  with  small 
doses:  0.03  to  0.05  [gr.  V2-V4]  for  a  child  1  year  old;  0.05  to 
0.07  [V4  to  1],  2  years  old;  0.1  to  0.15  [gr.  iss-ii  VJ,  4  years 
old;  0.2  to  0.25  [gr.  ii-iv],  6  years  old.  [Regarding  its  uses, 
etc.,  see  "Phenacetin.^^] 

Antimonii  et  Potassii  Tartras  [Tartar  Emetic]  in  small 
doses  acts  as  a  diaphoretic  and  expectorant.  Dose:  0.0003  to 
0.0006  [gr.  Vaoo-Vioo]-  It  should  be  used  with  caution  in 
larger  doses. 

Antinosin  (nosophen-natrium),  in  V^q-  to  ^/^-per-cent.  solu- 
tion, is  useful  in  chronic  otitis  media  purulenta. 

Antipyrin  [phenyl-dimethyl  pyrazolon]  is  generally  pre- 
ferred to  antifebrin.  As  some  children  show  an  idiosyncrasy 
to  antipyrin  and  are  affected  by  an  exanthema  resembling 
measles  or  scarlatina,  the  initial  dose  should  be  small.  It  is 
employed  in  fever,  pertussis,  hemicrania,  rheumatic  effections, 
chorea,  larj^ngospasm  and  diabetes. 

Dose  (in  powder  form  or  in  solution  with  sweetened  water 
or  wine)  as  many  centigrams  [gr.  Ve]  as  the  age  of  the  child 
in  months,  or  as  many  decigrams  as  the  age  of  the  child  in 
years.     The  dose  may  be  repeated  two  or  three  times  a  day. 
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Antipijrin  Salicylate  (SaUpyrin)  is  successfully  employed 
in  influenza,  neuralgia,  and  rheumatism.  Dose:  the  same  as 
for  antipyrin. 

IJ  Salipyrini   1.0  to     5.0  [gr.  xv-lxxv]. 

Glycerini    15.0  [3iv]. 

Aquae  destillatae    50.0  [3xij]. 

Syrupi  rubi  idaei 30.0  [5j]. 

Sig. :    Two  to  four  teaspoonfuls  three  to  four  times  a  day. 

Antipyrin  Mandelate  (Tussol)  is  an  efficient  preparation  in 
pertussis.    Dose :   the  same  as  for  antipyrin. 

Antispasmin  [narcein-sodium  and  salicylate  of  sodium]  is 
frequently  used  in  pertussis: — 

IJ  Antispasmini    1.0  [??jxv]. 

Aquae  amygdalae  amaiae   10.0   [3v]. 

Sig.:    From  ten  to  fifteen  or  twenty  drops  once   or   twice  a  day. 

Apomorphin. — Prompt  emetic  (acts  within  ten  to  fifteen 
minutes)  and  useful  expectorant.  Dose  as  an  emetic:  0.001 
[gr.  VeJ  for  a  child  1  year  old;  0.0015  [gr.  V^o].  ^  years  old; 
0.0025  [gr.  V24],from  3  to  4  years  old;  0.003  to  0.005  [gr.  Voo- 
V12]  for  older  children.  Dose  as  an  expectorant:  0.0005  [gr. 
V120]  for  a  child  1  year  old;  0.001  [gr.  V^o],  2  years  old;  0.002 
[gr.  Vso]?  4  years  old,  etc.;  may  be  repeated  every  two  hours. 
It  is  advantageously  prescribed  with  diluted  hydrochloric  acid 
and  syrup  of  althea,  and,  if  the  cough  is  very  pronounced,  with 
codein  phosphate.  Thus,  in  bronchitis,  pneumonia,  pertussis, 
etc.,  the  f ollow^ing  may  be  ordered : — 

I^  Apomorphinae  muriatis   0.02  [gr.  V3]. 

(Codeinae  phosphatis   0.1     [gr.  VelO 

Acidi  muriatici  diluti gtt.  xij. 

Syrupi  altheae    15.0     [3iv]. 

Aquae  destillatae   ad  100.0     [Siij]. 

Sig:  One  dessert-spoonful  every  two  to  four  hours  for  a  child  3 
years  old. 

Aqua  Amygdalae  Amarae  is  employed  as  a  sedative  in  gas- 
tric, intestinal,  and  bronchial  irritation — e.g.,  gastralgia,  flatu- 
lence, irritable  cough,  and  pertussis.     Dose:   as  many  drops  as 
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the  age  of  the  child  in  years,  several  times  a  day.  Maximum 
dose:   0.5  [mviij]  pro  dosi  and  1.5  [mxxij]  pro  die. 

[Aqua  Anisi,  Cinnamomi,  Foeniculi,  and  Menthae  Piperitae. 
— Carminatives.  They  are  also  used  to  correct  the  unpleasant 
taste  or  smell  of  other  medicines  (see  "Palatable  Prescribing"). 
Dose:    0.5  to  5.0  (mviii-5j). — Sheffield.] 

Aqua  Calcis. — As  an  addition  to  milk  (1  tablespoonful  to 
10  tablespoonfuls  of  milk)  lime-water  is  employed  in  dyspepsia 
and  rachitis.  In  inflammations  of  the  throat,  diphtheria,  etc., 
aqua  calcis  and  aqua  destillata,  equal  ])arts,  are  administered 
every  hour  in  teaspoonful  doses  to  a  child  1  year  old  and  in  table- 
spoonful  doses  to  older  children.     It  is  also  used  as  a  gargle. 

Aqua  Chlori  [Chlorin- water].  —  As  an  eyewash  (1  tea- 
spoonful  to  5  tablespoonfuls  of  water).  [It  is  also  used,  well 
diluted,  as  a  gargle  in  diphtheria  and  as  a  wash  for  foul  ulcers 
and  wounds. — Sheffield.] 

Aqua  Petroselini  is  a  mild  diuretic.  Dose :  1  tablespoonful 
from  three  to  four  times  daily. 

Argentum  Nitras  is  administered  internally  in  dysentery, 
gastric  ulcer,  and  enteritis  follicularis  (0.001  to  0.005  [gr.  ^/q^- 
^/is]  pro  dosi,  0.01  to  0.05  [gr.  ^/o-^A]  pro  die,  in  solution) ;  in 
cardialgia  of  girls  at  puberty  (0.03  [gr.  ss]  to  100.0  [oiij]?  1 
dessert-spoonful  three  or  four  times  a  day)  ;  in  nervous  diseases 
such  as  epilepsy  and  chorea.  In  older  children  silver  nitrate 
may  be  prescribed  in  pill  form.  In  obstinate  cases  of  dysentery 
and  enteritis  [and  proctitis]  it  should  be  employed  by  enema 
(0.05  to  0.1  [gr.  Vi-iss]  to  100.0  [Jiij]).  As  a  prophylactic 
measure  silver  nitrate,  in  2-per-cent.  solution,  is  invaluable  in 
gonorrheal  ophthalmia  (see  "  Crede's  Method ")  and  as  an  irri- 
gation, in  2-  to  3-per-cent.  solution,  in  gonorrheal  vulvo-vaginitis 
(should  be  employed  once  a  day).  In  obstinate  rhinitis  and 
rhagades  at  the  nares  it  should  be  applied  in  1-per-cent.  solution 
once  or  twice  a  day ;  in  thrush  in  2-  or  3-  per-cent.  solution.  As 
an  irrigation  (1  to  1000)  of  the  bladder  it  is  very  useful  in  bac- 
teriuria  and  colicystitis.  [As  an  antiphlogistic  and  astringent 
it  is  used  in  ^/^-  to  1-  per-cent.  solution  in  conjunctivitis,  phar- 
yngitis, laryngitis,  etc.,  and  in  stronger  solutions  in  epistaxis. — 
Sheffield.]  In  fissura  ani  it  may  be  applied  several  times 
a  day  in  the  form  of  an  ointment.     In  prolapsus  recti,  cauteriza- 
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tion  of  the  edges  of  the  anal  mucous  membrane  by  means  of  the 
nitrate-of-silver  stick.  According  to  liehn,  from  five  to  eight 
applications  usually  suffice  to  effect  a  cure.  In  eczema  extend- 
ing over  large  surfaces  {e.g.,  buttocks  and  thighs),  which  are 
moist,  glossy,  infiltrated,  and  painful  a  2-  to  3-  per-cent.  oint- 
ment is  often  very  useful.  Silver  nitrate  is  also  employed  in 
frostbite  (3-per-cent.  ointment),  in  balanitis,  and  in  slowly 
granulating  wounds  (1-  to  1  V^-  per-cent.  ointment). 

Argilla  (Bolus  Albus  [White  or  Potter's  Clay])  is  adminis- 
tered internally  as  an  astringent.  Dose:  0.5  to  1.0  [gr.  viii-xv] 
to  100.0  [oiij]  j  1  teaspoonful  every  two  to  three  hours.  Solt- 
mann  prescribes  the  following  in  enteritis: — 

^  Argillae   1.0  [gr.  xv]. 

Aquffi  destillatae    80.0  [Jiiss]. 

Tinctiiiae   opii    benzoicae 2.0  [3s.s]. 

Syrupi   einnaniomi    15.0  [3iv]. 

Sig. :    One  teaspoonful  every  hour  or  two. 

It  is  also  employed  externally  as  a  dusting  powder  (1  to  10 
of  talcum)   in  suppurating  wounds,  ulcers,  eczema,  etc. 

[Aristochin  (neutral  carbonic  ester  of  (piinin)  is  a  tasteless 
quinin  preparation  free  from  disagreeable  by-effects.  It  is 
especially  valuable  in  the  treatment  of  pertussis.  Dose:  the 
same  as  that  of  quinin  sulphate.] 

Aristol  (di-thymol  di-iodid)  is  a  nonpoisonous,  nonirritat- 
ing,  odorless  siicccdaneutn  for  iodoform.  It  is  especially  useful 
in  chronic  rhinitis  and  ozena,  and  may  be  employed  either  pure 
as  a  powder  (insufflation)  or  in  the  form  of  an  ointment  (1  to 
10).  [Also  in  suppurative  otitis,  burns,  as  a  dressing  for  the 
umbilical  cord  and  for  wounds  and  as  a  sedative  and  protective 
in  infantile  eczema  (Comby).] 

Aspidium  (Filix  Mas)  is  the  surest  and  safest  tapeworm 
remedy.  It  is  being  administered  to  hundreds  of  cases  without 
bad  effects.  Sometimes,  however,  even  with  exact  dosage  it 
produces  severe  and  even  fatal  intoxication.  It  is  therefore 
sometimes  withheld,  notwithstanding  its  prompt  action. 

Extract  of  Mate  Fern  [il/erd-] .— Dose :  3.0  [mxlv]  for  chil- 
dren 3  years  old;  4.0  [5j],  4  years,  etc.,  with  electuarium  sennas 
(15.0-20.0  to  30.0  [oiv-v  to  5j])  and  prune-juice  (ad  libitum). 
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The  whole  quantity  should  be  taken  within  one-half  hour  (Neu- 
mann) : — 

IJ  Ext.  fil.  mar.  aether 3.0  to    5.0  [mxlv-lxxv]. 

Mellis   despumati    25.0  [3vj] . 

Sig,:    Should  be  taken  in  two  portions  on  an  empty  stomach. 

It  is  also  administered  in  conjunction  with  granatum. 
Thus,  Kraus  prescribes  for  a  child  3  to  5  years  old : — 

IJ  Extraeti  fil.  mar.  aether.  [Merck].  .1.5  to    3.0  [gr.  xxii-xlv]. 

Ext.  punicse  granati, 

Elect,  lenitiv of  each,  30.0  to  50.0  [Bi-iss]. 

Sig.:  The  whole  quantity  to  be  taken  in  two  hours  at  intervals 
of  fifteen  minutes'  duration. 

Aspirin  (acetyl  salicylic  acid)  is  a  new  salicylate  preparation 
that  is  distinguished  by  palatability  and  by  its  freedom  from 
unpleasant  after-effects.  It  does  not  split  up  into  its  compo- 
nents until  it  reaches  the  intestine.  Its  action  and  dose  are  iden- 
tical with  those  of  sodium  salicylate  and  it  has  proved  of  great 
value  in  the  treatment  of  different  forms  of  rheumatism,  pleu- 
ritis,  etc.  [Numerous  clinicians  prefer  aspirin  to  all  other 
salicylic  acid  preparations.] 

Auri  et  Sodii  Chloridum  deteriorates  rapidly  and  should 
therefore  be  prescribed  in  small  quantities.  Internally  it  is 
useful  in  catarrh  of  the  small  intestine.  Dose :  0.002  [gr.  V^q] 
for  a  child  3  to  4  years  old,  0.004  [gr.  Vis]  for  older  children; 
to  be  repeated  every  three  to  six  hours  until  the  diarrhea  is 
checked.  Locally  it  is  employed  in  diphtheria  (0.1  to  10.0  [gr. 
iss  to  3iiss]). 

Balsamum  Peruvianum  is  an  excellent  antiscabiosum.  It  is 
prescribed  either  pure  or  in  combination  with  equal  parts  of 
alcohol,  vaselin,  or  storax. 

IJ  Balsami  Peruviani, 

Styracis   liquid!    of  each,  45.0  [3xj]. 

Olei  ricini   10.0  [3ij]. 

Sig.:  For  three  applications,  to  be  rubbed  in  on  three  successive 
evenings. 

It  is  also  used  in  frostbite  (12-per-cent.  ointment).  In 
fistula  following  inflammations  of  the  bones  or  joints  (tubercu- 
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losis!)  healing  is  promoted  by  the  use  of  gauze  packings  satu- 
rated with  balsam  of  Peru  and  an  equal  quantity  of  alcohol. 
Internally  Peruvian  balsam  has  been  recommended  in  tuber- 
culosis in  the  form  of  Peru  cognac. 

Belladonna. — Anodyne  and  antispasmodic.  It  is  indicated 
in  enteralgia,  spasmodic  conditions,  irritable  cough,  and  per- 
tussis. 

Extractum  Belladonnm  Fluidum. 

Dose:  Gtt.  V20  for  a  child  1  year  old. 
Gtt.  Vi5  for  a  child  2  years  old. 
Gtt.  Vio  for  a  child  3  years  old,  etc. 

It  is  also  effective  in  enuresis  and  may  be  prescribed  in  so- 
lution or  in  older  children,  in  pill  form : — 

IJ  Extracti  belladonnae    0.1   [gr.  iss]. 

Pulveris    et   succi   glycyrrhizae . . of    each,  1.0  [gr.  xv]. 

Ft.  pil.  no.  XX. 

Sig.:    Two  pills  at  bedtime. 

In  tenesmus,  dysentery,  and  cystitis  the  [solid]  extract 
may  be  prescribed  in  suppositories,  in  doses  of  0.01  to  0.03  [gr. 
Ve-ss]. 

[Ti7ictura  Belladonncr. — Dose:  1  to  10  drops  three  times  a 
day.] 

AtropincE  Sulphas  should  be  very  cautiously  administered  to 
children  (up  to  0.0002  [gr.  \'.,.^]  pro  dosi,  and  O.OOOT  [gr.  Vioo] 
pro  die).  In  night-sweats  of  children  from  8  to  13  years  old  V.^  to 
V2  milligram  [gr.  ^/ooo"^/  120]  should  be  given  in  the  evening. 
In  morphin  poisoning  larger  doses  are  tolerated.  To  a  child  14 
days  old  poisoned  by  0.001:  [gr.  ^/j.]  of  morphin  Cruse  admin- 
istered 0.01  [gr.  Vfi]  of  atropin  twice  within  an  hour.  Elsiisser 
prescribes  in  diphtheria : — 

B  Atropinae  siilphatis    0.003  [gr.  V20]. 

Cocainae  muriatis    0.05     [gr.  ^Z^]. 

AqusB  amygdalae  amarae   20.0       [5v]. 

Sig.:  As  many  drops  as  the  age  of  the  child  in  years,  every  hour 
(in  the  beginning  also  at  night),  in  a  teaspoonful  of  Tokay  wine. 
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Benzonaphthol  [benzoyl-betanaphthol]  is  employed,  espe- 
cially in  France,  in  intestinal  catarrh.  Dose :  0.05  [gr.  V^]  for  a 
child  a  few  months  old;  0.1  [gr.  iss],  6  months  old;  0.2  [gr. 
iij],  1  year  old.  It  may  be  administered  every  two  or  three 
honrs  with  or  without  bismuth. 

Bismuth  Preparations. — Bismuthum. — [Bismuth  betanaph- 
tholate  (see  "Orphor).] 

Bismuthum  Salicylas,  like  bismuth  subnitrate,  is  employed 
in  intestinal  catarrhs,  etc.,  but  more  rarely,  owing  to  its  tendency 
to  irritate  the  stomach.  Dose:  2.0-5.0  [3ss-j]  to  100.0  [giij] ; 
shake  mixture.  One  teaspoonful  every  two  hours.  Blindreich 
recommends  in  dysentery: — 

Ijt  Bismuthi  salicylatis  3.0     [gr.  xlv]. 

Plumbi  acetatis  0.03   [gr.  ss]. 

Tinctiirae  thebaicse gtt.  x. 

Decocti  salep   ad  100.0     [Biij]. 

Sig.:    One  teaspoonful  every  two  hours. 

Dermatol,  Bismuthum  Suhgallas,  is  employed  externally  in 
wounds  and  ulcers,  in  the  treatment  of  the  normal  and  diseased 
umbilicus,  in  intertrigo,  pemphigus  neonatorum,  etc.  Inter- 
nally it  has  frequently  been  found  effective  in  diarrheas.  Dose : 
0.05  to  0.1  [gr.  Vi-iss]  every  three  hours,  in  powder  form. 

Bismuthum  Subnitras  is  an  excellent  intestinal  antiseptic 
and  astringent  in  diarrhea,  gastro-intestinal  catarrh,  typhoid 
fever,  dysentery,  etc.  It  should  be  administered  either  in  powder 
form  or  in  a  shake  mixture. 

Dose:   0,05  to  0.1  [gr.  Vi-iss]  for  a  child  a  few  months  old. 
0.10  to  0.2  [gr.  iss-iij]  for  a  child  over  6  months  old. 
0.25  to  0.3  [gr.  iv-v]  for  a  child  over  1  year  old. 

IJ  Bismuthi  subnitratis 1.0  to  2.0  or       3.0  [gr.  xv-xxx-xlv]. 

Mucilaginis  acacise  20.0  [3v]. 

[Glycerini    8.0   (3ij).] 

Aquse  destillatse   ad  100.0  [Biij]. 

Sig.:  One  teaspoonful  to  a  dessert-spoonful  every  two  or  three 
hours. 

In  enteralgia  or  cardialgia  it  may  be  prescribed  with  pulvis 
opii  or  pulvis  Doveri  (q-v.J. 


MATERIA  MEDICA  AND  THERAPEUTICS.  495 

Externally  it  is  employed  in  combustio : — 

IJ  Bismiithi  subnitratis   9.0  [3ij]. 

Acidi   borici    4.5   [3j]. 

Lanolini    70.0  [3xviij]. 

Olei  olivEe   20.0  [3v]. 

(Wertheiraer). 

Also  in  eczema  and  intertrigo : — 

IJ  Bismuthi  subnitratis, 

Zinci  oxidi   of  each,       5.0  [3j]. 

Amyli   ad  100.0  [Siijl- 

Sig. :    Dusting  powder. 

Bromids. — Ammonii,  Potassii,  and  Sodii  Bromidum. — Since 
the  prolonged  nse  of  potassium  broinid  is  apt  to  be  followed  by 
unpleasant  after-effects,  and  ammonium  bromid  is  slow  in  its 
action,  sodium  bromid  is  generally  preferred  in  pediatric  prac- 
tice. Dose:  0.5  [gr.  viij]  daily  for  every  year  of  the  child's 
age.  According  to  Erienmeyer,  it  is  of  advantage  to  prescribe 
the  three  bromid  preparations  together  in  the  proportion  of 
1:1:7,. 

IJ  Potassii  bromidi, 

Sodii  bromidi of  each,       4.0  [3j]. 

Ammonii  bromidi    2.0  [3ss]. 

Soda-water 600.0  [Oj]. 

(Erlenmeyer's  "Bromid-water.") 

Sodium  bromid  is  a  very  valuable  nervine  in  convulsions, 
chorea,  epileps}',  tetanus,  pertussis,  disturbances  during  denti- 
tion, migraine,  hysteria,  neurasthenia,  insomnia,  and  spasmus 
glottidis.     In  the  latter  affection  Baginsk}^  orders: — 

IJ  Potassii  bromidi    1.5  to      3.0  [gr.  xxiii-xlv]. 

Tincturae  moschi 1.0  to       2.0  [gr.  xv-xxx] . 

Syrupi   simplicis    15.0  [3iv]. 

Aquae  destillatse   ad  100.0  [oiij]- 

Sig.:    One  teaspoonful  every  two  hours. 

To  render  sodium  bromid  more  soluble  it  is  best  to  add 
sodium  bicarbonate.  To  obtain  a  restful  night  the  following 
may  be  prescribed: — 
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IJ  Sodii  bromidi, 

Ammonii  bromidi of  each,  5.0  [3j]. 

Sodii  bicarbonatis 3.0  [gr.  xl], 

Syrupi  simplicis    15.0  [3iv]. 

Aquae  destillatae   ad  300.0  [3iij]. 

Sig.:    1  teaspoonful  at  bedtime  for  a  child  1  year  old. 

1  dessert-spoonful  at  bedtime  for  a  child  2  years  old. 
1  tablespoonful  at  bedtime  for  a  child  4  years  old. 

In  chronic  nervous  conditions  the  dose  of  the  bromids  is : — 

Ad  1.0  [gr.  xv]  pro  die  for  a  child  1  year  old. 
Ad  2.0  [3ss]  vro  die  for  a  child  2  years  old,  etc. 

[Bromipin  (10-per-cent.  brominized  sesame-oil)  is  a  nervine 
and  sedative.  It  can  be  administered  for  a  long  time  without 
impairing  the  appetite,  disturbing  digestion,  or  producing 
bromism.  Bromipin  is  thus  especially  adapted  to  the  treat- 
ment of  epilepsy  and  diseases  wherein  long-continued  bromin 
medication  is  indicated.  Dose:  oss-j  (2.0  to  4.0)  three  to  four 
times  daily  for  a  child  3  years  old  (in  emulsion  with  pepper- 
mint-water and  syrup).] 

Bromoform  is  a  very  efficient  remedy  in  pertussis,  but  great 
caution  is  required  in  its  administration.  Dose:  As  many 
drops  as  the  age  of  the  child  in  years,  to  be  repeated  three  or 
four  times  a  day;  the  maximum  dose  should  not  exceed  15  drops 
pro  die.  It  should  be  prescribed  in  small  quantities,  either  pure 
or  with  equal  parts  of  alcohol : — 

IJ  Bromoformi    gtt.  xlviij. 

Olei  amygdalae  dulcis    20.0  [3v]. 

Pulveris  tragaeanthae    2.0  [3ss]. 

Pulveris  acaciae. 

Aquae  laurocerasi of  each,       4.0  [3j]. 

Aquae  destillatae   ad  100.0  [§iij]. 

One  teaspoonful  represents  two  drops.      (Marfan.) 

In  order  to  obtain  a  permanent,  promptly  acting,  harmless 
mixture,  M.  Cohn  recommends  the  following  mode  of  prepara- 
tion :  Dissolve  the  bromoform  in  an  equal  quantity  of  absolute 
alcohol;  add  gum  arable,  ten  times  as  much  as  bromoform;  and 
stir  the  mixture  three  to  six  times,  at  intervals;  now  add  slowly 
some  water  and  again  stir  this  mixture  until  a  thin  slime  is 
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formed  and  the  fluid  ingredients  are  thoroughly  mixed  with  it; 
this  is  followed  by  the  addition  of  syrupus  aurantii  corticis. 

IJ  Bromoformi    0.5  to      2.0  [wviii-xxx]. 

Solve  in 

Spirit,  rectificatiss of  each,  partes  aequales. 

Tcre  ciactiss.  cum 

Pulveris   acaeiae    5.0  to     10.0  [3i-iv]. 

Adde  pauhitim 

Aq.  dest 100.0  [Siij]. 

Syrupi  corticis  aurantii   20.0  [3iv]. 

Sig. :  One  teaspoonful  to  one  dessert-spoonful  every  two  hours. 
Shake  mixture. 

Byrolin  (boroglycerin-lanolin)  is  a  mild  antiseptic  cm- 
ployed  for  children  suffering  from  small  wounds,  rhagades, 
burns,  eczema,  intertrigo,  etc.  It  is  sold  in  sterile,  air-tight, 
sealed  tubes. 

Caffeina. — [Cardiac  stimulant  resembling  digitalis  in  ac- 
tion.] Dose:  0.02  to  0.0 J:  to  O.OH  [gr.  V3-V3-J].  It  is  also 
employed  in  hemicrania. 

Caffein  Sodium  Benzoate  is  most  frequently  administered  as 
a  cardiac  stimulant — e.g.,  in  heart  diseases.  It  may  be  pre- 
scribed either  in  pow^der  form  or  solution. 

Dose:    0.03   [gr.  ss]  for  a  child  1  year  old. 

0.00  [gr.  j]  for  a  child  from  2  to  3  years  old. 
0.1  [gr.  iss]  for  a  child  from  4  to  5  years  old. 
0.15  to  0.2  [gr.  iiss-iij]  for  older  children. 

The  dose  may  be  repeated  every  two  or  three  hours. 

It  may  also  be  employed  hypodermically : — 

IJ  Caffein.  sod.  benz 0.01  to     0.05   [gr.  Vu-j]. 

Aquae  destillatae    10.0     [3iiss]. 

Sig.:    One-half  to  one  syringeful. 

Camphora. — Excitant  and  analeptic  in  cardiac  debility. 
Pulvis  Camplwrce. 

Dose:    0.01  to  0.03  [gr.  Vc-ss]  for  a  child  a  few  months  old. 
0.04  to  0.05  [gr.  V3-V4]  for  a  child  1  year  old. 
0.06  to  0.2  [gr.  i-iij]  for  a  child  2  years  old,  etc. 

The  dose  may  be  repeated  every  hour  or  two. 

32 
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IJ  Pulveris  camphorse    1.0  [gr.  xv]. 

Spiritus  setheris    4.0  [3j]. 

Sig.:  From  5  to  15  drops  every  hour  or  two  [in  a  palatable  ad- 
juvant]. 

In  cardiac  debility  associated  with  bronchitis,  pneumonia, 
and  pulmonary  edema  camphor  is  advantageously  combined 
with  benzoic  acid : — 

IJ  Pulveris  camphorte, 

Acidi  benzoici of  each,  0.01  to  0.05  [gr.  Ve-Vi]. 

Sacchari  lactis, 

[Chocolate]    of  each,  0.5     [gr.  viij]. 

Ft.  pulv.  no.  j. 

Sig.:    One  powder  every  hour  or  two. 

[In  cardiac  collapse  associated  with  gastric  irritability  it  is 
best  to  administer  camphor  hypodermically  in  the  form  of 
sterilized  camphorated  oil  (10  per  cent,  in  almond-oil).  Dose: 
V2  to  1  syringeful. 

Externally  camphor  is  employed  in  congelatio : — 

IJ  Pulveris  camphorae, 

Creosoti    of  each,     1.0  [gr.  xv], 

Balsami  Peruviani    1.0  [)??xv]. 

Vaselini   10.0  [Siiss]. 

Calcium  Preparations. — Calcii  Carhonas  Prcecipitatus  is  em- 
ployed in  hyperacidity  of  the  stomach  and  in  poisoning  by  acids. 
Dose:  0.15  to  0.5  [gr.  iiss-viij]  several  times  a  day. 

[Mistura  Cretce  (Chalk  Mixture),  a  combination  of  chalk, 
gum  acacise,  syrup,  and  cinnamon-water,  1  to  32.  It  is  exten- 
sively used  in  diarrhea.  Dose:  4.0  to  16.0  (5i-iv). — Shef- 
field] . 

Calcii  Phosphas  is  indicated  in  dyspepsia,  rachitis  [and 
scrof ulosis] .     Dose:    0.06  to  0.3  [gr.  i-v]. 

3.  Calcii  phosphatis, 

Calcii  carbonatis   of  each,  6.0  [3iss]. 

Sacchari  lactis  8.0  [3ij]. 

Ft,  pulv.  no.  XXX. 

Sig.:    One  powder  three  times  a  day. 


MATERIA  MEDICA  AND  THERAPEUTICS.  499 

[Liquor  Calcis  (Lime-water). — Gastric  sedative  and  ant- 
acid; also  astringent.     Dose:  2.0  to  4.0  (3ss-j). 

Linimentum  Calcis  (Carron-oil)  is  employed  as  a  dressing 
for  burns,  scalds,  etc. — Sheffield.] 

Calumba  (Columbo). — [Stomachic  and  aromatic  tonic]  It 
is  sometimes  of  service  also  in  diarrhea. 

IJ  Infusi  radicis  calumbae 1.0-5.0  to  80.0  [gr.  xv-3j  to  ^ij]- 

Tincturse  opii  simplicis   gtt,  i  to  v. 

Syrupi  simplicis    ad  100.0  [3iij]. 

Sig. :    One  teaspoonful  to  one  dessert-spoonful  every  two  hours. 

Cascara  Sagrada. — Laxative. 

ExtracUim  Cascarce  Sagradce  Fluidum. — Good  laxative  in 
doses  of  from  5  to  8  or  15  drops,  morning  and  night,  for  chil- 
dren from  3  to  5  years  of  age.     Or: — 

IJ  Extracti  easearae  sagradae  fluidi. 
Aquae  destillatae, 
Syrupi  simplicis   of  each,  10.0  [3iiss]. 

Sig.:    One-half  to  one  teaspoonful  morning  and  night. 

Extractum  Cascarce  Sagradce  Aromaticum. — Dose:  ^/^  tea- 
spoonful. 

Both  cascara  preparations  are  effective  in  habitual  consti- 
pation. 

Cascarilla. — Aromatic  bitter.  It  is  useful  in  dyspepsia  and 
intestinal  catarrh. 

IJ  Decocti  corticis  cascarillae 5.0-8.0  to     80.0  [3i-ij  to  Biiss]. 

Tincturae  opii  simplicis   gtt.  v-xx. 

Syrupi  simplicis    ad  100.0  [Siij] • 

Sig.:    One  teaspoonful  to  one  dessert-spoonful  every  two  hours. 

Cerii  Oxalas  sometimes  acts  well  in  the  vomiting  and  diar- 
rhea associated  with  gastro-intestinal  affections.  Dose :  0.03  [gr. 
ss]  for  children  3  to  6  months  old,  0.05  [gr.  ^/^J,  1  year  old,  etc.; 
to  be  repeated  every  two  to  three  hours.  It  should  be  prescribed 
in  powder  form. 
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Chinolin  is  employed  as  a  gargle  (1  to  500  of  water)  in  diph- 
theria or  as  a  swab  : — 

n  Chinolin   5.0  [3j]. 

Spiritus  vini. 

Aquae  destillatse of  each,  50.0  [3xij]. 

Chloral. — Chloral  hydrate  is  a  very  useful  hypnotic  and  sed- 
ative. It  is  well  tolerated  by  children  of  all  ages  and  may 
therefore  be  administered  even  in  infants  but  a  few  months  old. 
Indications :  Trismus,  tetanus  neonatorum,  eclampsia,  uremia, 
laryngospasm,  pertussis,  chorea,  asthma,  nervous  manifestations 
— e.g. J  in  typhoid  [scarlatina],  meningitis,  etc.     Dose: — 

By  Mouth: 

0  to  1  year,    0.1  [gr.  iss]  pro  dosi;  0.3  [gr.  v]  pro  die, 

1  to  2  j'^ears,  0.2  [gr.  iij]  pi'o  dosi;  0.5  [gr.  viij]  pro  die. 
3  to  4  years,  0.3  [gr.  v]  pro  dosi;  1.0  [gr.  xv]  pro  die. 
5  to  10  years,  0.5  [gr.  viij]  pro  dosi;  1.5  [gr.  xxii]  pro  die. 

11  to  15  years,  0.75  [gr.  xij]    pro  dosi;   2.0  [gr.  xxx]   pro  die. 

Or,  by  enema:     (0.15  to  0.5  [gr.  ii-viij]). 

IJ  Chloralis  hydratis   0.3  to       2.0  [gr.  v-xxx]. 

Syrupi  eorticis  aurantii   20.0  [3v]. 

Aquse  destillatse   ad  100.0  [Siij]. 

Sig.:  One  teaspoonful  to  dessert-spoonful  every  one  or  two  hours, 
if  necessary. 

Cocaina. — Cocaince  Hydrochloras  is  usually  well  borne  even 
by  small  children,  and  is  frequently  recommended  in  vomiting 
— e.g.,  of  gastro-intestinal  diseases. 

U  Cocainse  muriatis  0.008  to  0.01   [gr.  Vio- Vel- 

Spiritus  setheris    5.0     [3j]. 

Sig.:  Gtt.  V  in  a  teaspoonful  of  gruel  every  half  to  one  hour, 
until  vomiting  is  arrested. 

In  pertussis  cocain  is  generally  prescribed  in  the  following 
doses  (should  be  repeated  three  or  four  times  a  day)  : — 

0.004  [gr.  Vie]  for  a  child  1  year  old. 

0.01     [gr.  Vs]  for  a  child  from  3  to  4  years  old. 

0.02     [gr.  Vs]  for  a  child  from  6  to  7  years  old,  etc. 
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Externally  cocain  is  employed  in  eoryza.  One  drop  of  a  2- 
per-cent.  solution  is  instilled  in  each  nostril  three  or  four  times 
a  day;  in  blepharospasm,  associated  with  eczema  of  the  lids: 
0.15-0.2  to  5.0  of  vaselin  [gr.  iiss-iii  to  5j],  or  combined  with 
other  remedies : — 

I^  Zinci  oxidi, 

Bismuthi  subnitratis  of  eaeli,     0.3  [gr.  v]. 

Cocainae  muriatis    0.5   [gr.  VJ. 

Lanolini, 

Vaselini  of  each,  10.0  [3iiss]. 

In  dentitio  difficilis: — 

IJ  Cocainae  muriatis    0.15  [gr.  iiss]. 

Chloroformi    1.0     [/»xv]. 

Glycerini    20.0     [3v]. 

Olei    rosse    gtt.  iv. 

Sig. :    To  paint  the  gums  several  times  a  day.      (Chompert.) 

Condurango  is  lauded  as  an  appetizer — e.g.,  in  dyspepsia. 

Extractum  Condurango  Fluidum. — Dose:  3  drops  for  a 
child  a  few  months  old;  G  drops  for  a  child  1  year  old;  10  drops 
for  older  children. 

Yinnm  Condurango. — Dose:  5  drops  for  a  child  a  few 
months  old;  10  drops  for  a  child  1  year  old;  V2  to  1  teaspoon- 
ful  for  older  children. 

Chrysarobin. — As  a  10-per-cent.  ointment  or  10-per-cent. 
mixture  with  traumaticin,  it  is  recommended  in  eczema  and 
psoriasis  [but  should  be  used  with  caution] . 

Cosaprin  (sulpho  derivative  of  antifebrin)  is  antipyretic 
and  antirheumatic,  acts  promptly,  and  is  odorless  and  almost 
tasteless.  It  is  recommended  in  rheumatism,  typhoid,  pneu- 
monia, etc.    The  following  combinations  are  prescribed : — 

IJ  Cosaprin   2.0  to       3.0  [gr.  xxx-xlv]. 

Aquae  destillatae    80.0  [^iiss]. 

Syi-upi  simplicis    ad  100.0  [Siijl- 

Sig.:    One  dessert-spoonful  every  two  hours. 

I^  Cosaprin  0.2  to  0.5  [gr.  iii-viij]. 

D.  t.  dos.  no.  viij. 

Sig.:    One  powder  three  times  a  day. 
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Creolin  [Metaphenol] . — It  is  employed  for  vaginal  irriga- 
tions ( ^/2-per-cent.  solution)  in  gonorrheal  vaginitis  and  for 
irrigations  of  the  bladder  (^/^  per  cent.)  in  cystitis.  In  scabies 
the  affected  parts  are  painted  with  the  following  emulsion: — 

IJ  Creolin 5.0  to     10.0  [3i-ij]. 

Olei  olivae   100.0  [Siij]. 

Creosotum. — Effective  in  intestinal  catarrh  of  nurslings, 
cholera  nostras,  and  dyspepsia. 

IJ  Creosoti gtt.  i-ij. 

Aquae  destillatae    40.0  [5x]. 

Mucilaginis    acacise    ad  50.0  [Sxiiss]. 

Sig.:  One  teaspoonful  every  two  hours  (for  children  under  1 
year). 

It  is  also  advantageously  employed  in  scrofula,  phthisis,  pul- 
monary gangrene,  etc. 

Dose:  '/g  drop  for  a  child  1  to  2  years  old;  1  drop  for  a 
child  3  years  old ;  2  drops  for  a  child  4  years  with  oleum  jecoris 
aselli,  tinctura  gentianse,  etc. 

IJ  Creosoti    1.0  [gtt.  xv]. 

Olei  jecoris  aselli  or  olei  sesami ad  100.0  [§iij]. 

Sig.:  From  one-half  to  one  teaspoonful  two  or  three  times  a  day 
(for  a  child  from  2  to  3  years  old). 

I^  Creosoti   3.0  [wxlv]. 

Tincturse  gentianse  15.0  [3iv]. 

Sig.:  Ten  drops  three  times  a  day  (for  a  child  from  6  to  8  years 
old). 

Creosoti  Carbonas  (Creosotal). — Excellent  substitute  for 
creosote  in  lung  affections  and  scrofula. 

IJ  Creosotalis    5.0  [wlxxv]. 

Vini  xerici    10.0  [3iiss]. 

Sig,:    From  ten  to  twenty  drops  three  times  a  day. 

[Creosote  carbonate  contains  92  per  cent,  of  purest  creosote 
chemically  combined  with  8  per  cent,  of  carbon  dioxid.     Its 
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slightly  unpleasant  taste  and  odor  can  be  easily  overcome  by 
means  of  palatable  adjuvants,  and,  as  it  can  be  administered  in 
large  doses  without  producing  the  noxious  by-effects  of  plain 
creosote,  creosotal  is  the  ideal  remedy  in  all  diseases  of  childhood 
in  which  creosote  is  indicated;  thus,  in  all  forms  of  tubercu- 
losis, intestinal  fermentation,  etc.  Its  action  in  acute  diseases 
of  the  lungs — such  as  pneumonia,  influenza,  pertussis,  etc. — is  al- 
most specific  in  character,  as  attested  by  numerous  authorities. 

The  initial  dose  of  creosotal  is  as  many  drops  as  the  age  of 
the  child  in  years,  three  or  four  times  a  day,  in  wine,  water,  or 
palatable  syrup  with  a  little  acacia  and  also  in  codliver-oil. 

IJ  Creosoti  carbonatis   (creosotal)    2.0   (3ss). 

Glycerini    15.0  (3iv). 

Aquae  destillatee    8.0  (3ij). 

Syrupi  aiiheae    CO.O  (5ij). 

Pulveris  acaciae   q.  s. 

Sig.:  One  teaspoonful  every  four  to  six  hours  (for  a  child  from 
2  to  3  years  old). — Sheffield.] 

Digitalis  is  employed  in  noncompensating  heart  disease  and 
as  a  diuretic  in  pleuritis,  dropsy,  endocarditis,  pneumonia,  etc. 
It  should  be  administered  with  caution,  owing  to  its  accumula- 
tive action  and  its  bad  effect  on  the  stomach. 

Pulvts  Digit  all's. 

0.02  [gr.  Vs]  pro  dosi;  0.1     [gr.  iss]  pro  die  (1  to    2  years). 

0.025  [gr.  Vs]  />'*o  dosi;  0.15   [gr.  ij]  pro  die  (3  to     4  years). 

0.03  [gr.  V2]  Pi'o  dosi;  0.2     [gr.  iij]  pro  die  (5  to     8  yeai-s). 

0.04  [gr.  Vs]  pro  dosi;  0.3     [gr.  ivss]  pro  die  (8  to  11  years). 

0.05  [gr.  V4]  pro  dosi;  0.5     [gr.  viis^s]  pro  die  (12  to  15  years). 

Digitalis  is  best  given  in  powder  form,  preferably  with  calo- 
mel, but  also  as  infusion. 

IJ  Infusi   fol.    digitalis 0.1-0.5  to     SO.O  [gr.  iss-viiss  to  5iiss]. 

Kalii   acetatis    1.0  to       5.0  [gr.  xv-xxv]. 

Syrupi    simplicis    ad  100.0  [oiij] • 

Sig.:  This  quantity  should  be  taken  in  twenty-four  hours  in  di- 
vided doses  at  intervals  of  from  one  to  two  hours. 
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Diphtheria  Antitoxin. — [Diphtheria  Antitoxin  is  the  fluid 
portion  of  the  blood  of  a  healthy  horse  that  is  rendered  immune 
to  diphtheria  b}^  a  long  course  of  careful  treatment  with  diph- 
theria toxin.  Antidiphtheritic  serum  administered  in  moder- 
ate closes  is  entirely  harmless,  if  free  from  admixture  of  virulent 
bacteria.  Under  reasonable  conditions  it  should  keep  at  least 
six  months.  It  is  always  better  to  use  a  small  quantity  of  a 
high-grade  serum  than  a  large  quantity  of  a  low-grade  prepara- 
tion. 

The  serum  is  administered  by  deep  hypodermic  injections, 
a  syringe  somewhat  larger  than  a  hypodermic  syringe  being 
preferably  employed  for  this  purpose.  The  anterior  surface  of 
the  abdomen  or  thorax  or  the  outer  surface  of  the  thigh,  where 
there  is  an  abimdance  of  subcutaneous  cellular  tissue,  is  generally 
chosen  for  the  injection.  Before  the  diphtheria  antitoxin  is  ad- 
ministered the  skin  should  be  carefully  washed  with  alcohol  or 
some  disinfecting  solution  and  the  syringe  carefully  sterilized. 
Tlie  earlier  the  remedy  is  administered,  the  more  certain  and 
rapid  is  the  effect. 

Dosage. — Children  under  2  years  should  receive  from  1000 
to  3000  units,  to  be  repeated  in  from  six  to  twelve  hours,  the  dose 
depending  upon  the  severity  of  the  attack.  Children  over  2  3Tars, 
in  whom  the  attack  is  severe,  should  receive  from  3000  to  5000 
units;  the  dose  should  be  repeated  in  from  six  to  eight  hours,  if 
no  improvement  is  observed.  In  malignant  cases,  especially  if 
seen  late,  the  initial  dose  of  the  antitoxin  should  range  between 
6000  and  10,000  units,  to  be  repeated,  if  necessary,  in  from  six 
to  eight  hours. 

hnmiinization. — Where  children  or  adults  have  been  much 
exposed  to  diphtheria,  they  may  be  protected  from  the  disease  by 
the  administration  of  from  500  to  1000  antitoxin  units,  accord- 
ing to  age.  The  protection  usually  lasts  from  four  to  six  weeks. 
— Sheffield.] 

Unfavorable  Effects  from  Antitoxin  Injections. — The  ad- 
ministration of  ahtidipjitheritic  serum  may  be  followed  by  an 
exanthema  (urticarial,  morbilliform,  scarlatiniform,  or  polymor- 
phous eruption),  multiple  articular  swellings  (with  fever  and 
pain),  and  finally  sometimes  by  albuminuria.  These  manifesta- 
tions are,  as  a  rule,  mild  and  harmless  in  nature,  and  should 
therefore  not  deter  one  from  the  use  of  the  serum. 
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Diuretin  (sodio-theobromin  salicylate — Knoll)  is  a  valuable 
diuretic  in  nephritis  {e.g.,  scarlatinal),  pleuritis,  etc.  It  is  ad- 
ministered either  in  powder  form  (0.2  to  0.5  [gr.  iii-viij])  three 
to  four  times  daily  or  in  solution  (without  syrup),  thus: — 

I^  Diuretini 1.0  to       3.0  [gr.  xv-xlv]. 

Aquae  destillatae   ad  100.0  iliV]]. 

Sig. :    One  dessert-spoonful  every  two  hours. 

Ergota.  —  Hemostatic  in  melena  neonatorum  and  hemor- 
rhages from  the  bowels,  lungs,  and  kidneys;  also  recommended 
in  hemicrania. 

Extmctum  Ergotcc  Fluidum. — Dose:    gtt.  ss-ij. 

IJ  Extract!  ergota?  fluid!   1.0  [»'xv]. 

Syrup!   sinipHcis    20.0  [3v]. 

Aquae  dest!llata3   ad  100.0  [Siijl- 

Sig. :    One  toaspoonful  every  two  hours. 

Ergotin. — Dose:  gr.  Vio-j  (O.OOG  to  0.06).  Neumann  often 
obtained  with  it  excellent  results  in  very  desperate  cases  of  col- 
lapse. Henoch  recommends  it  (subcutaneously)  in  prolapsus 
ani: — 

IJ  Ergotin! 1.0  [gr.  xv]. 

Glycerin!, 

Aqui^  destillatae   of  each,  30.0  [5j]. 

Sig.:  One  hypodermic  syringeful  to  be  injected  in  the  vicinity  of 
the  anus,  once  a  day. 

Ether. — Internally  ether  is  administered  in  collapse,  cardiac 
debility,  and  vomiting. 

Dose:    Gtt.  ij  for  a  child  a  few  weeks  old. 

Gtt.  V  for  a  child  a  few  months  old. 
Gtt.  vi-x  for  a  child  2  years  old. 
Gtt.  x-xx  for  older  children. 

The  dose  may  be  repeated  every  one-quarter  to  one  hour,  and 
administered  in  gruel,  wine,  equal  parts  of  liquor  ammonii  ani- 
satus  (the  latter  especially  in  collapse  during  pneumonia,  capil- 
lary  bronchitis,   etc.),   or   tinctura    ammonii   valerianatis.      In 
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urgent  cases  it  may  also  be  given  hypodermically  [very  painful !]. 
As  an  inhalation  ether  is  employed  in  convulsive  conditions  (a 
handkerchief  saturated  with  ether  is  held  before  the  child^s  nose 
until  the  spasm  subsides, — this  mode  of  administration  may  also 
be  intrusted  to  the  laity). 

Ether  narcosis  for  children  by  means  of  Juillard^s  mask  is 
nowadays  frequently  {e.g.,  by  Stooss)  preferred  to  chloroform. 
Stooss  employed  it  in  an  infant  4  days  old.  The  bronchial  and 
tracheal  irritation,  as  well  as  salivation,  is  much  milder  than  in 
adults ;  the  narcosis  is  quiet  and  deep ;  the  awakening  is  rapid ; 
vomiting  is  rare ;  it  is  almost  never  followed  by  bad  after-effects ; 
broncho-pneumonia,  collapse,  or  death  never  occurs  from  ether 
anaesthesia  (Stooss).  It  is  contra-indicated  in  pulmonary  affec- 
tions. 

Eucasin. — Composed  of  ammonia  and  albumin ;  it  is  lauded 
as  a  nutrient  preparation  for  anemic  children  and  those  debili- 
tated through  acute  or  constitutional  diseases. 

Eudoxin  [tetra-iod-phenolphthalein  bismuth]  is  a  useful  in- 
testinal disinfectant  in  enteritis,  intestinal  tuberculosis,  and 
dysentery.  Dose:  as  many  centigrams  [gr.  ^/g]  as  the  age  of 
the  infant  in  months,  three  times  a  day;  older  children,  0.1  to 
0.2  [gr.  iss-iij]  every  three  hours. 

Europhen  [iso-butyl-ortho-cresol-iodid]  is  an  excellent  suc- 
cedaneum  for  iodoform  in  wounds,  burns,  intertrigo,  eczemas,  etc. 
["  It  possesses  advantages  over  iodoform  in  being  free  from  odor 
and  less  toxic.'' 

3  Europhen    1.0  (3j). 

Vaselin, 

Lanolin    of  each,  30.0  (Bj) . 

in  extensive  burns. — Sheffield.] 

rerrosomatose.  —  An  excellent  combination  of  iron  and 
somatose  which  is  of  greatest  value  in  the  treatment  of  anemic, 
scrofulous,  and  rachitic  children  and  all  forms  of  debility.  [Dose : 
gr.  xv-xxx  (1.0  to  2.0)  daily,  in  water,  milk,  broth,  sweet  wines, 
etc.  Dr.  E.  v.  Metzner  recommends  ferrosomatose  in  cases  of: 
(a)  chlorosis;  (h)  primary  and  secondary  anemias;  (c)  con- 
valescence from  acute  exhausting  diseases,  particularly  severe 
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infections,  such  as  typhoid  and  diphtheria;   (d)  underfed  anemic 
children. — Sheffip:ld.] 

Formalin  [Formic  Aldehyde]  is  employed  as  an  addition  to 
irrigations  in  gonorrhea  [yulvo-vaginitis]  of  small  girls  (10.0  to 
100.0  aq.  [oiiss  to  §iij]  ;  of  this,  1  tablespoonf  ul  to  a  liter  of 
water) .  It  is  also  effectively  used  to  cleanse  the  eyes  in  ophthal- 
moblennorrhea (1  drop  to  100.0  [oiij]  of  water)  and  diphtheritic 
conjunctivitis  (0.1-0.5  to  200.0  [wiss-viii  to  o^'j)^  ^^^  for  disin- 
fection of  infected  clothes,  rooms,  etc.  (by  means  of  Schering's 
formalin  apparatus). 

Gelsemium  is  recommended  by  Naegeli-Akerblom  in  dentitio 
difficilis  (q.v.). 

Tinciura  GeJsemii. — Dose:   gtt.  i-iv  in  solution. 

Glycerinum  is  employed  in  constipation  in  the  form  of  sup- 
positories (0.3  to  2.0  [mv-xxx]  with  cacao-butter)  or  as  an 
enema  (either  a  few  drops  of  pure  glycerin  or  from  1  to  2  tea- 
spoonfuls  in  from  1  to  3  tablespoon fuls  of  water,  injected  through 
a  small  colon  tube).  Glycerin  acts  very  promptly,  but  should 
not  be  employed  too  often,  as  it  has  a  tendency  to  irritate  the 
rectum.  [Glycerin  is  extensively  employed  as  a  vehicle  for  in- 
ternal and  external  medication.] 

Grindelia  Robusta  is  prescribed  in  bronchial  asthma. 

Extraction  Grindelice  Rohustoe  Fluidum. — Dose:  gtt.  ii-x. 

Guaiacol  [methyl-pyro-catechol]  is  being  frequently  pre- 
scribed in  tuberculosis  in  children,  and  some  clinicians  {e.g., 
Jacoby)  obtained  with  it  very  good  results:  increased  appetite 
and  body-weight,  loosening  of  the  cough,  diminution  of  the  ob- 
jective signs  in  the  lungs,  etc.  Jacoby  usually  administers  from 
6  to  15  drops  pro  die;  Neumann  is  more  careful  with  the  dose 
and  administers  1  drop  pro  die  to  children  under  3  years;  3 
drops  to  children  from  4  to  6  years  old,  etc. ;  and  gradually 
increases  the  dose.  Guaiacol  is  generally  prescribed  in  olive-oil, 
milk,  sugar-water,  or  codliver-oil. 

Guaiacol  Carbonate  (Duotal)  is  as  effective  as  simple 
guaiacol  and  has  the  advantage  of  being  odorless  and  tasteless. 
[A.  Jacobi,  among  others,  recommends  it  in  tuberculosis  in  chil- 
dren, and  it  is  reported  to  be  a  valuable  intestinal  antiseptic, 
especially  in  typhoid  fever.  Dose :  0.1  (gr.  iss)  to  0.5  (gr.  viiss) 
daily.    It  is  best  administered  in  powder  form. — Sheffield.] 
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[Hedonal  (methyl-propyl-carbinol-urethan)  is  an  efficient 
hypnotic  chiefly  employed  in  milder  grades  of  insomnia,  such  as 
hysteria,  neurasthenia,  chorea,  etc.  Dose:  gr.  iii-viij  (0.2  to 
0.5)  in  powder  form.] 

Hematogen  (purified  hemoglobin)  is  readily  assimilated  and 
very  useful  in  anemia,  scrofula,  rachitis,  convalescence  from  seri- 
ous diseases,  in  rapid  growth,  etc. 

Dose:  From  1  to  2  teaspoonfuls  pro  die  (in  milk)  for  in- 
fants, and  from  1  to  2  dessert-spoonfuls  pr'o  die  for  older  chil- 
dren. 

Hemogallol  (hemoglobin  deoxidized  by  pyrogallol)  is  a  very 
efficient  blood  preparation  in  anemia,  chlorosis,  chronic  nephritis, 
diabetes,  convalescence,  etc.  Dose:  0.05  to  0.2  (gr.  V4-iij)  three 
times  daily,  one-half  hour  before  meals,  in  powder  form  with 
sugar  or  chocolate. 

Heroin  (diacetyl  morphin)  is  &  substitute  for  morphin  and 
codein;  it  is  less  poisonous  than  the  latter  and  free  from  dis- 
agreeable effects.  It  frequently  proves  efficacious  in  diseases  of 
the  respiratory  organs:  by  considerably  mitigating  the  cough, 
regulating  respiration,  and  relieving  pain.  It  may  be  adminis- 
tered in  the  form  of  powders  or  drops  (with  aqua  amygdalae). 
Dose:  0.000335  to  0.0005  (gr.  V200-V120)  for  a  child  3  years  old. 

^  Heroini   0.016  to       0.033  (gr.  V4-V2). 

Extract!  hyoscyami  fluid!   2.0  (3ss). 

Aquae  lauroceras!   8.0  ( 3ij ) . 

tSyrupi   altheae    60.0  (,^ij). 

Sp!r!tus  frument!   q.  s.  ad  100.0  (§iij). 

Sig.:    One  teaspoonful  three  times  a  day  for  a  child  6  years  old. 

It  is  very  useful  in  the  diverse  forms  of  spasmodic  cough,  espe- 
cially pertussis. — Sheffield.] 

Hydrargyrum  (Mercury)  Preparations. — Hydrargyri  Chlo- 
ridum  Corrosivum  [Corrosive  Sublimate']  is  employed  externally 
as  an  addition  to  baths  (0.5  to  1.0  [gr.  viii-xv]  to  each  bath)  in 
the  treatment  of  hereditary  syphilis  and  f urunculosis ;  as  an 
instillation  (1  to  5000)  and  ointment  (0.003  to  10.0  of  vaselin 
[gr.  V20  to  Siiss])  in  gonorrheal  ophthalmia;  as  an  irrigation 
(1  to  10,000)  in  vulvo-vaginitis ;  as  a  local  application  (0.1  to 
50.0  [gr.  iss  to  §ij]  of  water  or  glycerin)  in  ulcerative  stomatitis 
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and  thrush;  in  cutaneous  nevi  (1  to  25  of  collodion)  ;  as  an  in- 
jection in  echinococcus  of  the  liver  (evacuation  of  the  pus  is  fol- 
lowed by  an  injection  of  20.0  [5v]  of  a  1-per-cent.  solution)  ; 
and  in  lichen  ruber : — 

3  Hydrargyri  bichloridi    0.03   [gr.  ss]. 

Acidi  carbolici  liquefacti   1.0     [wxv]. 

Vaselini  flavi ad  30.0     [5jl. 

Hydrargyri  CMoridum  Mite  {^Calomel^. — As  a  disinfectant 
and  astringent,  calomel  is  prescribed  either  by  itself  or  in  com- 
bination with  pulvis  Doveri  or  bismuth,  in  gastro-intestinal 
catarrh,  cholera  nostras,  dysentery,  etc. 

Dose:    0.005  [gr.  V12]  for  a  child  a  few  moiitlis  old. 
0.01  [gr.  Vo]  for  a  child  1  year  old. 
0.015  to  0.02  [gr.  V4-Vn]  for  a  child  2  years  old. 
0.03  [gr.  ss]  for  a  child  3  years  old,  etc. 

The  dose  may  be  repeated  three  times  a  day. 

It  is  very  frequently  used  as  a  cathartic  and  during  the 
onset  of  febrile  diseases  such  as  influenza,  pneumonia,  meningitis, 
etc.;  also  in  dropsical  conditions  associated  with  heart  disease 
(in  conjunction  with  digitalis). 

Dose:    0.008  to  0.01  [gr.  Vg-Vr.]  for  a  child  in  the  first  year  of  life. 

0.015  to  0.02  [gr.  V4-V3]  for  a  child  in  the  second  year  of  life. 

0.025  to  0.03  [gr.  V3-V2]  for  a  child  in  the  third  year  of  life. 

0.040  to  0.05  [gr.  V3-V4]  for  a  child  in  the  fourth  year  of  life,  etc. 

The  dose  is  to  be  repeated  every  two  or  three  hours  [or  more 
often]  until  the  bowels  act.  In  less  frequently  repeated  doses  it 
is  often  given  in  hereditary  syphilis. 

Externally  calomel  is  employed  in  phlyctenular  conjuncti- 
vitis and  syphilitic  condylomata  (after  moistening  with  salt- 
water) . 

[Calomel  is  advantageously  combined  with  santonin  as  an 
anthelmintic.  The  following  dusting  powder  is  very  useful  in 
herpes  labialis,  eczema,  etc. : — 

I^  Calomel    0.3   (gr.  v) . 

Pulveris  acacise   0.6  (gr.  x). 

Bisniuthi  subnitratis   4.0   (3j). 

Zinci  oxidi 30.0   (Sj). 

Sig.:    To  be  applied  two  or  three  times  a  day. — Sheffield.] 
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llydrargyri  lodidum  Flavum  (Protiodid  of  Mercury). 
tisyphilitic. 

Dose:    0.005  [gr.  ^/^a]  for  a  child  a  few  months  old. 
0.0075  [gr.  Vs]  for  a  child  1  year  old. 
0.01  [gr.  Ve]  for  a  child  2  years  old. 
0.015  [gr.  ^/i]  for  a  child  3  years  old. 

To  be  repeated  three  times  a  day. 

Hydrargyri  Oxidum  Flavum  is  prescribed  as  an  ointment 
in  syphilitic  skin  diseases  (0.03  [gr.  ss],  0.05  [gr.  Yg],  or  0.1 
[gr.  iss]  to  10.0  [Siiss]  vaselin)  and  in  phlyctenular  conjunc- 
tivitis (0.1  [gr.  iss]  to  10.0  [3iiss]  ;  to  be  rubbed  on  the  con- 
junctiva once  a  day) . 

Hydrargyrum  Ammoniatum  [Ammoniated  Mercury"], 
White  Precipitate,  is  a  very  useful  local  remedy  in  syphilitic  skin 
diseases,  blepharadenitis,  eczema  narium  (0.1-0.2  [gr.  iss-ij]  to 
10.0  [3iiss]). 

IJ  Hydrargyri  ammoniati   1.0  [gr.  xv]. 

Balsami  Peruviani   5.0  [3j]. 

Vaselini   25.0  [3vj]. 

(In  squamous  eczema.) 

IJ  Hydrargyri  ammoniati, 

Bismuthi  subnitratis    of  each,     5.0  [3j]. 

Olei  olivse   2.0  [3ss]. 

Lanolini   10.0  [3iiss]. 

Sig.:     To  be  applied  in  the  evening  (in  chloasma  and  lentigo). 

Hydrargyrum  Tannicum. — Good  antisyphilitic ;  it  should 
be  given  internally  in  powder  form,  two  or  three  times  a  day,  in 
doses  of  0.01  to  0.03  [gr.  Ve-'A]- 

[TJnguentum  Hydrargyri  (Mercurial  Ointment,  Blue  Oint- 
ment).— Used  externally  for  inunction  in  syphilis,  to  destroy 
pediculi,  and  as  a  dressing  to  syphilitic  ulcers. 

TJnguentum  Hydrargyri  Oxidi  Rubri  and  TJnguentum  Hy- 
drargyri Oxidi  Flavi,  each  containing  10  per  cent,  of  mercuric 
oxid,  are  employed  in  chronic  forms  of  conjunctivitis  and  blepha- 
ritis and  in  corneal  (scrofulous)  ulcers. 

TJnguentum  Hydrargyri  Ammoniati  (Ointment  of  Ammoni- 
ated  Mercury)  is  used  especially  in  parasitic  skin  diseases. 
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Unguentum  Hydrargyri  Nitratis  (Citrine  Ointment)  is  em- 
ploj^ed  in  various  skin  affections,  pruritus,  etc. — Sheffield.] 

Hydrogen  Peroxid  in  10-  to  oO-per-cent.  solution  is  often 
prescribed  as  a  gargle  in  stomatitis,  angina,  diphtheria,  etc.  [It 
is  also  employed  in  suppurating  wounds  and  as  a  hemostatic] 

Hyoscyamus. — Anodyne  and  antispasmodic,  effective  espe- 
cially in  pertussis  and  cystitis. 

Extractum  Hyosajami  Fluidum. — Dose:  0.008  [m  Vg]  for 
a  child  1  year  old;  0.012  [m  V5]  for  a  child  2  years  old;  0.02 
[m  V3]  for  a  child  3  years  old.  The  dose  may  be  repeated  every 
three  hours. 

Ichthalbin  (ichthyol  albuminate)  is  readily  taken  by  chil- 
dren (with  chocolate  or  cacao).  It  acts  as  a  stimulant  to  the 
appetite  and  nutrition  and  as  a  general  tonic  in  scrofula,  rachitis, 
anemia,  and  intestinal  atony;  it  is  also  employed  in  intestinal 
catarrh  and  in  chronic  eczema.  Dose:  0.15  [gr.  ij]  for  a  child 
from  1  to  3  years  old;  0.25  [gr.  iv]  for  a  child  from  4  to  6 
years  old;   0.3  [gr.  v]  for  older  children. 

Ichthyol  [ammonium  sulpho-ichthyolate  (Merck)]  is  an 
exceedingly  valuable  remedy  in  the  treatment  of  skin  diseases, 
such  as  eczema,  intertrigo,  acne,  etc. ;  burns,  er3^sipelas,  rheuma- 
tism, pleuritis,  and  glandular  swellings.  In  all  of  these  condi- 
tions it  is  employed  in  the  form  of  a  5-  to  20-per-cent.  ointment 
or  in  the  following  mixture : — 

I^  Ichthyolis     1.0  to  2.0  [gtt.  xv-xxx]. 

^theris, 

Glycerini    of   each,  5.0  [3j] . 

Sig.  :  To  be  applied  by  means  of  a  brush. 

It  is  very  efficient  in  vulvo-vagiuitis  [1  part  to  10  of  glyc- 
erin] and  in  frostbite  (1.0-2.0  to  10.0  of  collodion  [gtt.  xv-xxx 
to  oiiss] ) . 

lodalbacid  contains  from  8  to  10  per  cent,  of  iodin.  It  is 
almost  odorless  and  tasteless.  Its  action  is  slow,  but  continuous, 
and  free  from  bad  after-effects.  It  is  recommended  in  syphilis 
instead  of  potassium  iodid. 

Iodoform. — This  is  too  dangerous  a  drug  to  be  used  as  an 
antiseptic  in  the  treatment  of  wounds  in  children,  especially  very 
young  ones;  therefore  its  substitutes  [aristol,  europhen,  etc.]  are 
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used  instead.  In  tuberculous  ulcers  it  acts  better  than  the  latter. 
It  is  frequently  employed  also  as  an  injection  in  tuberculous  in- 
flammations of  joints : — 

IJ  lodof ormi  subtill.  pulv 10.0 

Mucilaginis  acacise   5.0 

Glycerini    15.0 

Aquse  destillatse    ad  100.0 

Some  employ  iodoform  ointment  (10  per  cent.)  in  menin- 
gitis. 

The  following  crayons  are  recommended  in  vulvo-vagi- 
nitis : — 

IJ  lodoformi, 

[Protargol]    of  each,  0.2  [gr.  iij]. 

Tragacanthse, 

Pulveris  acacise, 

[Olei  theobromatis], 

Aquse  destillatse    q.  s. 

Ut.  f.  bacill.  longit.  3  cm.;    diam.,  2  cm. 

lodoformogen  [iodoform  albuminate]  is  a  succedaneum  for 
iodoform.  Almost  odorless  and  nonpoisonous.  Can  be  easily 
sterilized  and  produces  but  little  irritation. 

lodol  [tetraiodo-pyrrole]  is  an  odorless  and  efficient  substi- 
tute for  iodoform;   it  is  regarded  as  harmless. 

lodothyrin. — The  active  principle  of  the  thyroid  gland  com- 
bined with  sugar  of  milk.  [Fifteen  grains  (1.0)  of  iodothyrin 
contain  Viooo  grain  (0.0003)  of  iodin.  According  to  E.  H. 
Chittenden  it  is  apparently  the  physiological  equivalent  of  the 
gland  itself.]  It  is  effective  in  myxedema,  cretinism,  tumors 
of  the  lymph-glands,  and  struma  parenchymatosa.  Dose:  0.3 
[gr.  v]  one  to  three  times  daily. 

lodids. — lodum  [Iodin}. — Internally  it  is  often  given  in 
scrofula : 

IJ  lodi  purl 0.03  to  0.05  [gr.  V2- 'A]. 

Kalii  iodidi 1.0  [gr.  xv]. 

Aquse  menthse  piperitse    25.0  [3vj]. 

Aquae  destillatse   ad  100.0  [Siij]- 

Sig.:    One  dessert-spoonful  two  or  three  times  a  day. 
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lodin  Ointment  is  employed  in  glandular  enlargements 
[and  chronic  rheumatic  swellings]  : — 

U  lodi  puri  0.05  to  0.1  [gr.  'A-iss]. 

Kalii  iodidi   1.0  to  1.5  [gr.  xv-xxij]. 

Vaselini- 25.0  [3vj]. 

Sig. :    For  inunctions. 

lodoglycevin  is  used  in  chronic  pharyngitis  or  laryngitis : — 

IJ  lodi  puri   0.1   [gr.  iss]. 

Kalii  iodidi    1.0  to     1.5  [xv-xxij]. 

Glycerini   ad  25.0  [3vj]. 

Potassii  lodidum. — It  is  best  administered  with  sodium  bi- 
carbonate. It  is  indicated  in  syphilis,  scrofula,  asthma,  menin- 
gitis, goiter,  and  rheumatism.  Dose  pro  die:  0.1  [gr.  iss]  for 
a  child  1  year  old;  0.2  [gr.  iij]  for  a  child  2  years  old;  0.3  to 
0.5  [gr.  v-viij]  for  a  child  3  years  old;  1.0  [gr.  xv]  for  a  child 
from  5  to  10  years  old;  1.5  to  2.0  [gr.  xxii-xxx]  for  a  child  from 
10  to  15  years  old,  in  solution  with  peppermint-water  or  in  milk. 

[Sodii  lodidum  is  less  apt  to  disturb  the  stomach.  Dose 
and  indications  are  the  same  as  for  potassium  iodid.] 

Tinctura  lodi. — Externally  (with  equal  parts  of  tinctura 
gallae),  in  goiter,  glandular  tumors,  pleuritis,  hydrocele,  epididy- 
mitis, meningitis,  etc. 

[Internally  it  may  be  tried  in  very  minute  doses,  V4  to  ^/a 
drop,  in  incessant  vomiting. — Sheffield.] 

Ipecacuanha  [emetic,  expectorant,  and  cholagogue] ;  as  an 
expectorant  it  may  be  combined  with  althea,  senega,  hydrochloric 
acid,  liquor  ammonii  anisatus,  or  tinctura  opii  benzoica.  [Dose 
as  an  expectorant:    0.005  (gr.  V12)  to  0.01  (gr.  ^/e)-] 

As  a  cholagogue  it  acts  well  in  dyspepsia  [and  dysentery]. 

[Ipecac  is  the  safest  emetic  for  children.] 

IJ  Pulveris  radicis  ipecacuanlipe   1.0  to     2.0   [gr.  xv-xxx]. 

Syrupi  althece    ad  30.0   [5j]. 

Sig.:    One  teaspoonful  every  ten  minutes  until  emesis  results. 

IJ  Pulveris  radicis  ipecacuanlise   1.0  to     2.0     [gr.  xv-xxx]. 

Antimonii  et  potassii  tartratis   ..0.03  to     0.05   [gr.  ^/z-^/il- 

Aquae  destillatae    30.0     [Bj]. 

Oxymelis  scillae   15.0     [3iv] . 

Sig.:  One  teaspoonful  every  ten  minutes  until  vomiting  occurs. 
(Henoch.) 

33 
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[Pulvis  Ipecacuanhce  et  Opii  (see  "Opmm'^).] 

[Syrupus  Ipecacuanhce. — Dose  as  an  expectorant,  gtt.  ii-v; 
as  an  emetic,  5ss-j  (2.0  to  4.0). 

Vinum  Ipecacuanhce. — Dose,  as  an  expectorant,  gtt.  ss-ij; 
as  an  emetic,  gtt.  x-xxx. — Sheffield.] 

Iron  Preparations. — Iron  is  indicated  in  anemia,  chlorosis, 
rachitis,  scrofula,  leukemia,  spleen  affections,  after  hemorrhages^ 
in  convalescence  after  severe  diseases,  etc. 

Liquor  Ferri  Albuminati  or  Liquor  Ferri  Peptonati. — Dose : 
8  drops  for  a  child  1  year  old;  15  drops  for  a  child  2  years  old; 
30  drops  for  a  child  5  years  old,  etc.,  three  times  a  day. 

Tinctura  Ferri  Chloridi  or  Tinctura  Ferri  Pomati. — Dose: 
8  to  15  drops  three  times  a  day. 

Ferrum  Reductum,  Ferri  Lactas,  or  Ferri  Carhonas  Sac- 
charatus. — Dose,  in  powder  form,  0.03  to  0.05  [gr.  ss-j]  three 
times  a  day. 

Iron  is  frequently  prescribed  in  conjunction  with  mangan 
and  quinin.  Thus,  liquor  ferro'-mangani  peptonatus.  Dose,  ^/g 
to  ^/2  teaspoonful  three  times  a  day.  Also  extractum  malti 
with  iron  and  mangan. 

IJ  Euquininae, 

Ferri  reducti of  each,  0.03  to  0.05  [gr.  ss-j]. 

Saechari  albi   0.3  to  0.5     [gr.  v-viij]. 

D.  dos.  T.  no.  xx. 

Sig.:    One  powder  three  times  a  day. 

IJ  Ferri  carbon,  saech., 

Euquininae    of  each,  1.0  [gr.  v]. 

Olei  saechari  menthae  piperitse 4.0  [3j]. 

M.  et  ft.  pulv.  no.  xx. 

Sig.:    One  powder  three  times  a  day. 

IJ  Ferri  lactatis, 

Extracti  cinchonse    of  each,  5.0 

Mucilaginis  acacise,  q.  s.  ut  ft.  pil.  no.  c. 
Sig.:    One  or  two  pills  three  times  a  day  (for  older  children). 

Liquor  Ferri  SesquicMoridi. — Good  hemostatic.  It  is  given 
internally  in  melena  neonatorum.     Dose:    1  drop  in  gruel  or 
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glycerin  every  two  hours,  or,  according  to  Seitz,  in  the  follow- 
ing combination: — 

IJ  Liquor   ferri   sesquichloridi    gtt.  v. 

Aquae  destillatae, 

Aquae  cinnamomi, 

Syrupi  simplicis   of  each,  15.0  [3iv]. 

Sig.:    One  teaspooiiful  every  two  hours. 

This  preparation  is  employed  also  in  hemorrhages, — e.g., 
typhoid,  intestinal  bleeding,  and  hemoptysis, — and  in  obstinate 
cases  of  nephritis,  etc. 

IJ  Liquor  ferri  sesquichloridi 1.0  [gr.  xv]. 

Syrupi   simplicis    20.0  [3v]. 

Aquae  destillatae   ad   100.0  [5iij]. 

Sig.:    One  teaspoonful  every  two  hours. 

[Mistura  Ferri  et  Ammonii  Acetatis  (Basham's  Mixture). — 
An  excellent  combination.  It  is  very  valuable  as  a  tonic  and 
diuretic  in  nephritis  scarlatinosa  and  various  forms  of  dropsy. 
Dose:   2.0  to  4.0  (5ss-j). — Sheffield.] 

Syrupus  Ferri  lodidi  and  Feni  lodidum  Saccharatum. — 
Very  useful  in  anemic  and  debilitated  conditions,  particularly  in 
syphilis,  scrofula,  and  rachitis.  In  syphilis  congenita  Monti 
prescribes  ferri  iodidum  saccharatum  in  powder  form  in  doses  of 
0.02  [gr.  Vs]  to  children  under  3  months  of  age;  0.03  to  0.04 
[gr.  V2  to  Vs],  1  year;  0.1  to  0.15  [gr.  iss-ij],  2  years.  Ordi- 
narily the  dose  ranges  between  0.015  and  0.06  [gr.  ^/g  and  gr. 
j]  several  times  a  day.  In  older  children  it  is  also  administered 
in  pill  form: — 

IJ  Ferri  iodidi  saccharati   4.0  [3j]. 

Kalii  iodidi  1.0  [gr.  xv]. 

Mucilaginis  acaciae, 

Saechari  lactis,  q.  s.  ut  ft.  pil.  no.  c. 

Sig.:    Three  to  five  pills  pro  die. 

Syrup  of  the  iodid  of  iron  is  best  prescribed  with  an  equal 
quantity  of  simple  syrup.  Of  this  mixture  the  dose  is  from  4  to  5 
drops  for  a  child  1  year  old;  5  to  10  drops  for  a  child  2  years 
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old;  10  to  15  drops  for  a  child  3  years  old;  15  to  25  drops  for  a 
child  between  4  and  6  years  old,  etc. 

l^Syrupus  Ferri,  Quinince,  et  StrychnincB  Phosphatum. — 
Hematinic  and  tonic.     Dose:    gtt.  v-xx]. 

Lactosomatose  (somatose  with  5  per  cent,  of  tannin  in  or- 
ganic combination)  is  a  nutrient  which  is  well  tolerated  and 
readily  assimilated.  It  is  especially  useful  in  cases  with  de- 
ficient nutrition,  all  forms  of  debility,  in  rachitis  (particularly 
with  intestinal  affections),  also  tuberculosis,  anemia,  dyspepsia, 
etc.     Dose :   3.0  to  10.0  [gr.  xlv-5iiss]  pro  die. 

Lipanin  is  a  mixture  of  94  parts  of  olive-oil  and  6  parts  of 
free  oleic  acid.  It  is  frequently  employed  as  a  substitute  for 
codliver-oil  (3  to  4  teaspoonfuls  pro  die).  It  is  easily  absorbed, 
tastes  and  keeps  better  than  codliver-oil,  so  that  it  can  be  used 
also  in  the  summer  in  scrofula,  rachitis  (with  phosphorus),  etc. 

Lithii  Carbonas  is  recommended  in  urinary  concretions 
and  renal  and  vesical  calculi.  Dose:  0.025  to  0.1  [gr.  ss-iss] 
in  Selters,  three  times  a  day. 

Magnesia  Preparations. — Magnesii  Citras  Effervescens. — 
Mild  laxative.     Dose,  1  teaspoonful,  p.  r.  n. 

Magnesii  Sulphas. — Laxative.     Dose,  V2  to  1  teaspoonful. 

Magnesia  Usta. — Dose  as  an  antacid,  0.1  to  0.5  [gr.  iss-viij] 
several  times  a  day;  as  an  antidote  in  poisoning  with  acids, 
2.0  to  4.0  [3ss-j].  Externally  it  is  employed  as  a  dusting 
powder — e.g.,  in  intertrigo. 

IJ  Magnesise  ustse    5.0   [gr.  Ixxv]. 

Talci   20.0  [3v]. 

Acidi  salicylic!  0.2  [gr.  iij]. 

Misturse   oleoso-balsam gtt.  x. 

(Klamann.) 

Pulvis  Magnesice  cum  Rheo  (''Eilhes's  or  Euf eland's  Chil- 
dren s  Potoder"). — Mild  and  efficient  laxative  for  children.  It 
is  composed  of  12  parts  of  magnesia  carbonate,  3  parts  of  radix 
rhei,  and  8  parts  of  oleo  saccharum  foeniculi.  Dose :  2.0  to  4.0 
[3ss-j]  two  or  three  times  a  day. 

Manna. — Laxative.     Dose :   V2  to  1  teaspoonful  in  milk. 

I^  Mannse    10-0  to  15.0  [3iiss-iv]. 

Aquse  foeniculi ad  50.0  [3xij]. 

Sig. :    In  teaspoonful  doses. 
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Moschus  [Musk]. — Stimulant  and  antispasmodic.  It  is 
frequently  prescribed  in  spasmus  glottidis. 

Tinctura  Moschi. — Dose :  gtt.  v-xv  every  two  to  three  hours. 

Myrrha. — [Astringent,  carminative,  and  hematinic] 

Tinctura  Myrrhce  is  employed  as  a  swab  (with  tinctura 
ratanthi*  and  tinctura  iodi,  of  each,  equal  parts)  in  stomatitis, 
and  as  a  gargle  (6  to  10  drops  to  a  glass  of  water)  in  stomatitis, 
angina,  and  diphtheria.  Stroll  recommends  its  internal  admin- 
istration in  diphtheria,  and  the  author  also  obtained  good  results 
with  it  before  the  antitoxin  treatment.  At  present  the  author 
prescribes  it  in  conjunction  with  the  latter: — 

IJ  Tincturae  myrihae   2.0  [3ss]. 

[Tiiicturse  ferri  chloridi   2.0  {3ss).] 

[Syrupi  aurantii   30.0  (5j).] 

Glycerini    4.0  [3j]. 

Aquse  destillatte   ad  100.0  [Siijl- 

Sig. :    One  teaspooiifiil  to  one  tablespoonful  every  hour  or  two. 

Naftalan  has  proved  to  be  an  excellent  remedy  in  skin  dis- 
eases, especially  in  the  diverse  forms  and  stages  of  eczema.  It 
acts  well  also  in  burns.     It  is  employed  either  pure  or  in  the 

form  of  a  50-per-cent.  paste. 

IJ  Naftalan    50.0  [oxij]. 

Zinei  oxidi, 

Amyli    of  each,  25.0  [3vj]. 

Naphthalin  [Tar  Camphor]. — Internally  it  is  employed  in 
diarrhea  and  vomiting,  chronic  intestinal  catarrh,  and  in  coli- 
cystitis.  Dose:  0.03  to  0.05  to  0.1  [gr.  Va-Vriss],  in  the  form 
of  a  powder,  every  two  hours.     Or : — 

Fy.  Xaphthalini  piirissimi   1.0  [gr.  xv]. 

Pulveris  acaeiffi   5.0  [3j]. 

F.  cum  aq.  dest.  eraulsio 100.0  [Biijh 

Syrupi   simplicis    20.0  [3v]. 

Sig.:    One  teaspoonful  to  dessert-spoonful  every  two  hours. 

Biedert  recommends  naphthalin  (with  equal  parts  of  starch) 
as  an  insufflation  in  diphtheria. 
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Naphthol  (Beta). — An  efficient  remedy  in  skin  diseases, 
especially  acne^,  prurigo,  scabies,  psoriasis,  favns,  and  ichthyosis. 
It  should  be  employed  with  caution  (5-  to  15-per-cent.  ointment), 
as  it  often  irritates  the  kidneys. 

IJ  Naphthol  (beta)    2.5  [gr.  xl]. 

Sulphuris   prsecipitati    12.5  [Siiiss-] . 

Vaselini  flavi, 

Saponis  viridis    of  each,     5.0  [3iss]. 

(For  acne.) 

U  Naphthol    (beta)     5.0  to  10.0  to  15.0  [3i-iiss-iv]. 

Vaselini    100.0  [§iij]. 

Saponis  viridis 50.0  [3xij]. 

Cretse  albae  10.0  [3iiss]. 

(For  scabies.) 

U  Naphthol    (beta)    3.0  to      5.0  [gr.  xlv-lxx]. 

Unguenti  zinci  oxidi   100.0  [§iij]. 

(For  prurigo,  ichthyosis,  etc.) 

To  prevent  otitis  in  scarlatina  Comby  recommends  naph- 
thol-camphor  as  a  daily  application  to  the  throat: — 

IJ  Naphthol   (beta)    10.0  [3iiss]. 

Camphorae 20.0  [3v]. 

Glycerin!    30.0  [§j]. 

Nosophen  [tetraiodo-phenolphthalein]  is  a  good  substitute 
for  iodoform  in  rhinitis  scrofulosa  and  eczema  (5-per-cent.  oint- 
ment). As  a  dusting  powder,  with  equal  parts  of  starch,  it  is 
employed  in  intertrigo,  omphalitis,  etc. 

Nutrose  (sodium  salt  of  casein)  is  an  albumin  of  the  same 
nature  as  that  found  in  milk ;  it  is  a  good  nutrient,  and  may  be 
given  in  soup,  milk,  and  cocoa  (it  is  readily  taken  in  powder 
form,  since  it  is  odorless  and  tasteless)  in  anemia,  rachitis, 
scrofula,  convalescence,  etc. 

Oleum  Morrhuae  (Oleum  Jecoris  Aselli  [Codliver-oil]). — 
Easily  absorbable  fat,  and  therefore  an  excellent  nutrient  in 
anemia,  scrofula,  tuberculosis  (may  be  combined  with  creosote), 
and  especially  rachitis  (also  with  phosphorus).  Dose:  1  to  3 
teaspoonfuls  to  tablespoonfuls  pro  die.  The  dark  (unpurified) 
codliver-oil  is  more  effective,  but  is  more  disagreeable  in  taste. 
Indeed,  codliver-oil  is  frequently  refused  by  children,  owing  to 
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its  bad  taste.  Its  administration  is  facilitated  in  the  form  of 
an  emulsion.  Codliver-oil  sometimes  produces  diarrhea  and 
gastric  disturbances;  hence  it  should  not  be  given  in  the  pres- 
ence of  fever,  anorexia,  vomiting,  and  diarrhea.  It  should  be 
avoided  also  in  the  summer,  as  it  is  apt  to  become  rancid. 
Lipanin  may  be  given  instead  [see  "Palatable  Prescribing,^^ 
page  473]. 

Oleum  Ricini  [Castor-oil]. — Excellent  laxative  in  children 
over  2  years  of  age  [also  in  younger  ones].  Dose:  5.0  to  15.0 
[5i-iv].  To  improve  its  taste  the  castor-oil  is  warmed  and 
sprinkled  with  sugar;  or  it  is  given  with  "weiss"  beer  in  a  con- 
ical glass  (the  oil  between  two  layers  of  "weiss"  beer),  without 
shaking.     Also  in  the  form  of  an  emulsion. 

U  Olei  ricini  5.0  to     20.0  [3i-v]. 

Pulveris  acaciae, 

Syrupi   sa^chari    of  each,      7.5   [3ij]. 

Aquae  destillatae   ad  100.0  [Siijl- 

Sig.:  One  tablespoonful  ever}'  hour  until  effective  [see  "Palata- 
ble Prescribing,"  page  473]. 

Oleum  Terebinthinse  [Oil  of  Turpentine]  is  employed  as  an 
inhalation  (1  teaspoonful  to  a  pint  of  boiling  water)  in  putrid 
lung  processes,  asthma,  and  croup.  Here,  as  well  as  in  phos- 
phorus poisoning  [and  hemorrhage  from  the  bowels],  it  is  also 
administered  internally.  (The  urine  should  be  examined  for 
albumin!)     Dose:   gtt.  ss-v  every  two  to  six  hours,  in  emulsion. 

Opium  Preparations. — Opium,  in  any  form,  should  not  be 
given  to  infants  under  1  year  of  age,  and  even  to  older  children 
it  should  be  administered  with  caution.  Opium  is  often  indis- 
pensable, however,  in  the  treatment  of  peritonitis,  t3'phlitis, 
typhoid  fever,  lung  affections  associated  with  diarrhea,  colic,  etc. 
[its  use  should,  however,  be  deferred  until  other,  less  poisonous, 
remedies  have  proved  futile], 

Tinctum  Opii  Benzoica  [and  Tindura  Opii  Campliorata]. 
• — Dose:    1  drop  for  every  six  months  of  the  child's  age. 

IJ  Tincturce  opii  benz.  [or  campli.]   ..2.0  to       3.0  [gtt.  xxx-xlv]. 

Liquoris  ammonii   anisati 2.0  [3ss]. 

Syrupi  altbeae    .* 15.0  [3iv]. 

Aquae  destillatae   q.  s.  ad  100.0  [§iij]. 

Sig.:  One  teaspoonful  for  a  child  2  rears  old;  one  dessert-spoon- 
ful for  a  child  4  years  old. 
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Tinctura  Opii  [Laudanum]. — Dose:  Y^  drop  for  every 
year  of  the  child's  age. 

Pulvis  Opii.—Bo&e:  0.001  to  0.003  [gr.  Vso-'Ao].  three  to 
four  times  a  day  [preferably  in  suppositories]. 

Pulvis  Ipecacuanhce  et  Opii  (''Dover  s  Poivder''). — It  is 
composed  of  1  part  each  of  opium  and  ipecac  and  8  parts  of 
sugar.  Efficient  expectorant,  anodyne,  and  antispasmodic  in 
bronchitis,  laryngitis,  pneumonia,  influenza,  and  intestinal  ca- 
tarrh, etc.  In  the  latter  affection  it  is  advantageously  combined 
with  calomel,  bismuth,  tannin  preparations,  etc. 

Dose:    0.001   to  0.003    [gr.  V64-V20]   for  a  child  1  year  old. 

0.01  to  0.03  [gr.  Ve-Val  for  a  child  from  3  to  4  years  old. 
0.03  to  0.04  [gr.  V2-V3]  for  a  child  from  5  to  7  years  aid. 
0.05  to  0.08  [gr.  V^-j]  for  a  child  from  8  to  10  years  old. 
0.1  to  0.2   [gr.  iss-iij]   for  a  child  from  10  to  15  years  old. 

CodeincB  [methyl  morphin]  is  a  sedative  and  antispasmodic. 
It  is  frequently  prescribed  in  lung  affections,  colic,  etc. 

Codeince  Sulphas. — Dose :  0.0005  [gr.  ^/i2o]  for  a  child  over 
1  year  of  age;   0.003  [gr.  ^/^o]  for  children  5  to  6  years  old. 

\_Codeince  Phosphas  is  soluble  in  4  parts  of  water.  It  may 
be  administered  either  by  mouth  or  hypodermically.  The  dose 
and  indications  are  the  same  as  for  codein  sulphate.] 

[Dionin  (ethyl-morphin-hydrochlorate)  is  frequently  pre- 
scribed as  a  cough-sedative  and  anodyne.  Dose,  the  same  as  for 
codein  sulphate.] 

Morphince  Hydro  Moras  should  not  be  prescribed  for  chil- 
dren under  1  year  of  age.  In  older  children  it  is  very  efficient 
in  obstinate  spasm  of  the  glottis,  bronchial  asthma,  and  in  all 
conditions  associated  with  severe  pain. 

I^  Morphinse  muriatis   0.01  to     0.03   [gr.  Ve-Val- 

Aquae  destillatae    40.0     [3x]. 

Syrupi  altheae    15.0     [3iv]. 

Sig. :    One  teaspoonful  two  or  three  times  a  day.     (Henoch.) 

In  atropin  poisoning  largA*  doses  of  morphin  are  tolerated 
and  should  preferably  be  administered  hypodermically.  Mor- 
phin is  often  indicated  in  obstinate  insomnia,  in  which  con- 
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dition  it  should  be  administered  once  in  twenty-four  hours  in 
the  following  doses: — 

0.003  [gr.  V20]  for  a  child  from  4  to  6  years  old. 

0.005  [gr.  V12]  for  a  child  from  6  to  8  years  old. 

O.OOG  [gr.  Viol  for  a  child  from  9  to  11  years  old. 

0.008  to  0.01    [gr.  Vs-Ve]   for  older  children. 

[A  severe  attack  of  uremia  will  frequently  yield  to  a  hypo- 
dermic injection   of  mor2)hin    (gr.   Veo-Vao)    ^^^  atropin    (gr. 

/coo"  /300  J  -J 

Orexin  Tannas  [phenyl-dihydro-quinazolin  tannate]  is  a 
valuable  stomachic — e.g.,  in  anemia,  scrofula,  chlorosis,  atony 
of  the  stomach,  nervous  anorexia,  convalescence,  etc.  [contra- 
indicated  in  excessive  acidity  of  the  stomach  and  in  gastric 
ulcers — Sheffield].  This  tasteless  powder  is  given  to  children 
from  3  to  15  years  old  in  doses  of  0.5  [gr.  viij]  two  hours  before 
dinner  and  supper;  also  in  the  form  of  chocolate  tablets  (0.25 
[gr.  iv]). 

[Orphol  (Betanaphthol  Bismuth). — Efficient  antiseptic  and 
astringent  for  the  gastro-intcstinal  tract.  It  is  very  useful  in 
infantile  diarrhea,  dysentery,  and  gastritis.  Dose:  from  2  to 
5  grains  (0.15  to  0.3)  every  three  to  six  hours.] 

Orthoform  (amido-oxybenzoic  acid,  acid  methyl-ester)  is 
employed  either  as  a  dusting  powder  or  ointment  (5  to  10  per 
cent.)  as  a  local  anesthetic  in  burns,  herpes  zoster,  and  diverse 
forms  of  ulcerations.  It  relieves  pain  in  a  few  minutes  and  its 
anestlietic  effect  lasts  several  hours.  Recently  it  has  also  been 
recommended  as  an  insufflation  in  painful  affections  of  the 
mouth  (stomatitis  aphthosa  and  ulcerosa;  it  should  be  applied 
by  means  of  an  insufflator  from  ten  to  twenty  minutes  before 
meals. 

Pelletierin  Tannas.  —  x\nthelmintic,  obtained  from  the 
roots  of  granatum.  Though  its  effect  is  not  constant,  it  should 
be  tried,  especially  in  small  children.  Dose:  0.15  to  0.25  [gr. 
ii-iv],  in  two  doses,  within  one  hour,  in  sugar-water  [should  be 
followed  in  two  hours  by  a  cathartic]. 

Pepsinum. — Excellent  remedy  in  dyspepsia.  Dose :  0.02  to 
0.06  [gr.  ^/4-J].  This  drug  is  usually  prescribed  with  hydro- 
chloric acid. 
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IJ  Pepsini  1.0  [gr.  xv]. 

Acidi  muriatici    0.5  [7)iviij]. 

Sacchari  albi 10.0  [Siiss], 

Aquae  destillatae   ad  100.0  [Siij].  ^ 

Sig.:    One  teaspoonful  three  to  four  times  daily,  after  meals. 

Vinum  Pepsini. — Good  stomacliic.  Dose :  10  drops  to  1 
teaspoonful  three  times  a  day. 

Peronin  is  a  valuable  remedy  to  relieve  the  cough  of  laryn- 
gitis, bronchitis,  and  pertussis. 

Dose:  Three  or  four  times  a  day  as  many  milligrams  [gr. 
^/eo]  ^s  "^^6  age  of  the  child  in  years. 

IJ  Decoeti   althese    90.0     [Biiss]. 

Peronin    (Merck)    0.08  [gr.  i  V^]. 

Syrupi  althese   ad  100.0     [giij] . 

Sig.:    One  teaspoonful  three  times  a  day  (for  a  child  4  years  old). 

Pertussin  (extractum  thymi  saccharum,  Taschner)  is  an 
effective  remedy  in  pertussis,  bronchitis,  and  laryngitis.  Dose: 
1  teaspoonful  for  a  child  2  years  of  age;  2  teaspoonfuls  for  a 
child  from  3  to  4  years  old;  3  teaspoonfuls  for  a  child  from  5 
to  10  years  old;  and  1  tablespoonful  for  a  child  from  11  to  15 
years  old. 

Phenacetin  [para-acetphenetidin]  is  a  very  efl&cient  remedy 
in  fever,  neuralgia,  rheumatism,  headache,  influenza  (with  pul- 
vis  Doveri),  and  pertussis.  Dose:  0.05  [gr.  ^/^j  for  a  child 
1  year  old;  0.08  [gr.  j]  for  a  child  from  2  to  3  years  old;  0.15 
[gr.  iiss]  for  a  child  from  4  to  5  years  old;  0.2  [gr.  iij]  to  0.25 
[gr.  iv]  for  a  child  from  6  to  8  years  old;  0.3  [gr.  v]  to  0.5 
[gr.  viij]  for  a  child  from  9  to  14  years  old. 

m  Phenacetini   1.5  (gr.  xxiv). 

Codeinse   sulphatis    0.016   (gr.  V4)- 

Caifeinse  natrii  benzoatis   0.3  (gr.  iv). 

Olei  sacchari  anisati 1.0  (gr.  xvj). 

Ft.  pulv.  no.  viij. 

Sig.:  One  powder  every  four  to  six  hours  for  a  child  8  years 
old. — Sheffield.  ] 

Phosphorus  is  a  well-tried  remedy  in  rachitis  and  all  mani- 
festations associated  with  it.  Dose:  0.0005  [gr.  Vias]  once  or 
twice  a  day. 
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U  Pho.sphori    0.01    [gr.  VJ. 

Oki  morrhuie ad  100.0  [Siij]. 

Sig.:    One  teaspoonful  once  or  twice  a  day. 

I^  Phosphori    0.01   [gr.  Ve]. 

Olei  amygdalae  dulcis ad  10.0  [3ij]. 

Sig.:    Ten  drops  morning  and  night. 

IJ  Phosphori    0.01   [gr.  Vc]. 

Lipanin    30.0     [5j]. 

Sjrupi  simplicis, 

Pulveris   acaciae    aa     15.0     [3iv]. 

Aquse  destillatae ad   100.0     [5iij]. 

Sig.:    One  teaspoonful  once  or  twice  a  day. 

[Tindura  Phosphori  (Thompson). — Dose:  3  to  10  drops 
twice  a  day. — Sheffield.] 

Physostigma. — [A  depresso-motor.] 

Extractum  Physostigmatis  Fliiidum  is  employed  subcutane- 
ously  in  trismus  s.  tetanus  neonatorum.  Dose:  1  syringeful  of 
a  solution  of  0.05  to  10.0  [m  V4  to  oiiss]  of  water,  three  times 
a  day. 

Pilocarpinse  Hydrochloras. — Active  diaphoretic;  but  should 
be  used  with  caution  (only  in  patients  with  normal  heart  ac- 
tion), as  it  is  apt  to  cause  collapse. 

In  nephritis,  ascites,  etc.,  it  is  usually  employed  hypoder- 
mically  in  the  following  doses : — 

Child    1  to    2  :kears  old,  0.0005  [gr.  y^g]  pro  dosi ;  0.001  [gr.  ^Vl  pfo  die. 
"       3"     4'        "         0.001     [gr.   /j]       ''  0.003  [gr.-L]       " 

"       5  "  10  "         0.003    [gr.   2^0]       "  0.01    [gr.   i]       " 

**      11   "  14  "         0  005    [gr.  j\]       "  0.02    [gr.   i]       " 

"     15  "  17  "         0.01       [gr.    i  ]       "  0.03    [gr.   ^}       " 

After  the  injection  the  patient  is  rolled  in  warm  blankets 
and  given  copious  draughts  of  warm  milk  and  tea. 

Pilocarpin  may  also  be  administered  by  mouth. 

Pix  Liquida  (Tar)  is  useful  in  skin  diseases,  such  as 
eczema,  etc. 

IJ  Olei  cadini, 

Olei  olivae  aa    5.0  [wjIxxv]. 

Lanolini    50.0  [3xij] . 

(Biedert.) 
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IJ  Olei  cadini 5.0  [m\xx\]. 

Olei   olivse .  10.0  to  15.0  [3iiss-iv]. 

Plumbi  Acetas. — Internally  in  powder  form  or  solution  it 
is  administered  in  hemorrhage  from  the  bowels  (typhoid  and 
dysentery),  kidneys  (e.g.,  scarlatinal  nephritis),  and  lungs. 
Dose:  0.003  to  0.05  [gr.  V20-V4]  every  two  to  three  hours. 
Also  as  an  enema  (0.2  to  100.0  [gr.  iij-giij])  in  dysentery.  Ex- 
ternally it  is  employed  as  a  compress  (V^  to  V2  per  cent.)  in 
conjunctivitis  or  as  eollyrium  (1  to  3  drops  of  a  1-per-cent.  solu- 
tion). 

IJ  Plumbi  acetatis 100.0  [Siij]. 

Sig. :    One  tablespoonful  to  a  quart  of  water,  as  a  lotion  in  eczema. 

[Liquor  Plumbi  Subacetatis  (Goulard's  Extract)  is  a  favor- 
ite external  application  in  cases  of  sprains  or  bruises  as  well  as 
in  superficial  inflammation.  It  is  generally  employed  in  diluted 
form. — Sheffield.] 

Potassium  Preparations. — Potassii  Acetas. ^Good  diuretic — 
e.g./m  nephritis,  pleuritis,  etc.  [Dose:  0.2  to  0.3  (gr.  iii-v).] 
It  is  also  combined  with  digitalis  or  decoctum  cinchonae. 

I^  Potassii  acetatis    2.0  to       3.0  [gr.  xxx-xlv]. 

Syrupi   simplicis    15.0  [Sss]. 

Aquae  destillatae  ad   100.0  [^iijl- 

Sig.:    One  dessert-spoonful  every  two  hours. 

IJ  Infusi  herb,  digital 0.3-0.5  to     80.0  [gr.  v-viij  to  §iiss]. 

Potassii    acetatis    2.0  to       3.0  [gr.  xxx-xlv]. 

Syrupi    simplicis    ad  100.0   [§iij]. 

IJ  Decocti  cort.  cinch 5.0-8.0  to     80.0  [3i-ij  to  Siiss]. 

Potassii  acetatis   2.0  to       3.0  [gr.  xxx-xlv], 

Syrupi  corticis  aurantii ad  100.0   [§iij]. 

Potassii  Bitartras  (Cream  of  Tartar). — Dose:  As  a  diu- 
retic, 0.03  to  0.5  [gr.  Va-viij]  several  times  a  day;  as  a  laxative, 
0.5  to  2.5  [gr.  viii-xl]  once  or  twice  a  day. 

Potassii  Chloras. — Internally  [as  well  as  externally]  it  is 
employed  in  stomatitis,  angina,  thrush,  aphthae,  scarlatina,  and 
cystitis. 

Externally  also  in  ozena.  Dose:  Internally,  1.0  [gr.  xv] 
pro  die  for  a  child  1  year  old,  1.5  to  2.0  [gr.  xxii-xxx]  for  a  child 
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from  2  to  3  years  old,  either  in  simple  syrup  or  in  decoetum  cin- 
chonae  [or  in  powders  with  sugar] ;  externally,  in  1-  to  4-per- 
cent, solution. 

In  stomatitis  Monti  irrigates  the  mouth  with  the  follow- 
ing:— 

IJ  Potassii  chloratis    4.0  [3j]. 

Tincturae  mynhae   3.0  [mxlv]. 

Aquae  destillata;   ad  200.0  [Jvj]. 

[Potassii  lodidum.     See  page  513.  | 

Potassii  Permanganas  is  employed  as  a  gargle  and  mouth- 
wash (0.1  per  cent,  to  0.2  per  cent.),  as  a  swab  in  thrush  (0.5  per 
cent.),  as  an  irrigation  in  vulvo-vaginitis  (1  to  1000).  [Inter- 
nally it  is  recommended  as  an  antidote  in  morphin  poisoning. 
Dose:   gr.  j  (0.06). — Sheffield.] 

[Protargol  (silver  proteid)  is  a  very  efficient  nonirritating 
substitute  for  nitrate  of  silver.  It  is  especially  useful  in  the 
treatment  of  vulvo-vaginitis  (q.v.)  and  gonorrheal  ophthalmia 
(q.v.).  Dose:  The  average  strength  of  solutions  for  gonor- 
rhea is  from  V2  f^  1  P^r  cent.;  for  eye  diseases,  V2  to  5  per 
cent. — Sheffield.] 

Puro  (Scholl). — Meat-juice  obtained  from  raw  meat.  It 
contains  21  per  cent,  of  natural  egg-albumin.  It  is  nutritious 
and  readily  digestible,  and  therefore  indicated  in  anemia,  rachi- 
tis, scrofula,  and  convalescence. 

Quinin  Preparations. — Qui7iince  Sulphas  and  HijdrochJoras 
are  specifics  in  malarial  intermittent  fever.  They  are  also  valu- 
able in  other  fevers  and  in  pertussis.  Dosage :  Three  times  a 
day  as  many  decigrams  [gr.  iss]  as  the  age  of  the  child  in  years, 
and  as  many  centigrams  [gr.  Vg]  as  the  age  of  the  child  in 
months.  Quinin  is  best  administered  in  a  warm  solution  of 
chocolate;  it  should  never  be  given  on  an  empty  stomach.  It  is 
otherwise  very  rarely  taken  by  children,  owing  to  its  bitter  taste. 
The  latter  may  also  be  disguised,  by  placing  the  quinin  be- 
tween two  layers  of  scraped  apple.  It  may  be  administered  in 
the  form  of  chocolate  lozenges  (a  0.1  [gr.  iss]),  suppositories 
(with  0.05  [gr.  VJ,  0.1  [gr.  iss],  0.2  [gr.  iij],  0.3  [gr.  v],  0.4 
[gr.  vj],  0.5  [gr.  viiss]  of  quinin  sulphate  or  bisulphate),  or  in 
the  form  of  euquinin.    The  latter  preparation  is  a  very  valuable 
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substitute  for  quinin  sulphate;  it  has  the  same  effect  as  the 
sulphate,  particularly  in  pertussis,  malaria,  and  influenza, — in 
which  diseases  it  is  employed  with  very  good  results, — and  is 
free  from  its  disagreeable  qualities.  It  is  odorless  and  taste- 
less, and  is  reported  not  to  derange  the  stomach  or  intestines. 
Dose,  the  same  as  for  quinin  sulphate. 

Quinin  may  also  be  administered  by  enema  [see  page  472] 
— e.g._,  in  typhoid  fever : — 

IJ  Quininae  muriatis    0.25  to     0.5  [gr.  iv-viij]. 

Aquae  destillatae   40.0  [3x]. 

Pulveris  acaciae   10.0  [3iiss]. 

Sig.:    As  an  enema. 

Quininse  Tannas,  which  consists  of  one-third  quinin  and 
two-thirds  tannin,  is  more  palatable  than  the  sulphate,  and  there- 
fore frequently  prescribed  in  pertussis  and  in  fevers  associated 
with  intestinal  diseases  (sometimes  in  conjunction  with  pulvis 
Doveri)  and  in  nephritis.  Dose :  0.1  [gr.  iss]  for  a  child  a  few 
months  old,  0.25  [gr.  iv]  for  a  child  1  year  old,  0.3  [gr.  v],  for 
a  child  2  years  old,  etc. 

As  a  roborant  in  anemia,  chlorosis,  and  convalescence,  etc., 
quinin  may  be  given  in  pill  [or  capsule]  form: — 

IJ  Quininae  muriatis    2.0  [3ss] . 

Ferri    lactatis    5.0  [gr.  ixxv]. 

Sueci  glycyrrhizae,  q.  s.  ut  ft.  pil.   [or  capsules]  no.  c. 

Sig.:    Three  to  five  pills  [or  capsules]  daily. 

For  the  same  purposes,  as  well  as  for  debility, — particularly 
if  associated  with  impaired  digestion, — the  tinctura  cinchonce 
composita  is  advantageously  prescribed,  either  alone  or  in  com- 
bination with  equal  parts  of  tinctura  rhei  aromatica,  from  10  to 
20  drops  three  times  a  day,  or  with  dilute  hydrochloric  acid,  5 
drops  every  three  hours  for  children  a  few  months  old,  and 
larger  doses  for  older  children : — 

U  Acidi  hydrochlorici  diluti    1.0  [gtt.  xv]. 

Tincturae  cinchonae  compositae 9.0  [3ij]. 

Sig. :   From  fifteen  to  twenty  drops  [in  sweet  wine,  well  diluted] . 
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IJ  Decocti  corticis  cinchonse 5.0-10.0  to  75.0  [3i-ij  to  5ij]- 

Acidi  muriatiei  diiuti 0.3  to     0.5  [gtt.  v-viij]. 

Spiritus  aetheris  nitrosi 1.5  to     3.0  [mxx-xl]. 

Syrupi  corticis  aurantii 20.0  [3v]. 

Sig.:    One  teaspoonful  to  dessert-spoonful  every  two  hours. 

[In  cases  of  malarial  fever  associated  with  gastric  irrita- 
bility it  is  best  to  use  quinin  hypodermically.  Quinin  and  urea 
hydrochlorate,  being  freely  soluble  in  water,  is  particularly 
adopted  for  this  purpose.  Dose:  gr.  ss-ij  (0.03  to  0.133). — 
Sheffield.] 

Resorcin  [meta-dihydroxy-benzene]  administered  inter- 
nally is  effective  in  checking  abnormal  processes  of  fermentation 
in  the  stomach  and  intestine  (0.25  to  0.5  [gr.  iv-viij]  to  100.0 
[§iij],  in  teaspoonful  doses). 

Henoch  prescribes  in  dyspepsia  of  nurslings: — 

IJ  Resorcini   0.25  [gr.  iv]. 

Infusi  chamomillae   80.0     [^iiss], 

Tincturae  thebaicae  : .  gtt.  ii-vj. 

Syrupi  cinnamomi    15.0     [3iv]. 

Sig.:    One  teaspoonful  every  two  hours. 

Externally  in  1-  to  2-per-cent.  solution  it  is  employed  to 
paint  the  throat  in  pertussis  [and  scarlatinal  angina],  as  an 
instillation  in  ozena,  and  as  a  local  application  in  skin  dis- 
eases : — 

IJ  Resorcini   1.0  [gr.  xv]. 

Zinci  oxidi, 

Amyli    aa     2.5  [gr.  xl], 

Vaselini  10.0  [Siiss]. 

M.  et  ft.  past. 

IJ  Resorcini    3.0  to     5.0  [gr.  xlv-lxx], 

Vaselini, 

Lanoiini    aa  10.0  [3iiss]. 

M.  et  ft.  ungt. 

Rheum  [Rhubarb]. — In  small  doses  it  is  a  good  stomachic, 
in  larger  doses  a  purgative. 

IJ  Infusi  radicis  rhei 1.0-3.0  to     80.0  [gr.  xv-xxx  to  §iiss]. 

Potassii    tartratis    3.0  to       6.0  [gr.  xv-xxx]. 

Syrupi  corticis   aurantii ad  100.0   [^iijl- 

Sig.:   One  tejispognful  eypr^  two  hours  (stomachic). 
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IJ  Infusi  radicis  rhei.: 3.0-6.0  to     80.0   [gr.  xlv-5iss  to  Siiss]. 

Potassii  tartratis   3.0  to       6.0   [gr.  xlv-3iss]. 

Syrupi  corticis  aurantii ad  100.0   [oiij]. 

Sig.:    One  teaspoonful  every  two  hours   (purgative). 

[Syrupus  Rhei. — Dose:   3ss-j  (2.0  to  4.0). 

Syrupus  Rhei  Aromaticus. — Dose:    3ss-j   (2.0  to  4.0). 

Mistura  Rhei  et  Sodce. — Dose:   3ss-lj  (2.0  to  8.0). 

Pulvis  Rhei  Compositus. — Dose:  gr.  v-x  (0.3  to  0.6). — 
Sheffield.] 

Salol  [phenol  salicylate]  is  administered  in  rheumatism, 
cystitis  [and  gastro-intestinal  disturbances]. 

Dose:   0.2  to  0.4  [gr.  iii-vj]  for  a  child  from  2  to  4  years  old. 
0.5  to  0.75  [gr.  viii-xij]  for  a  child  from  5  to  12  years  old. 
0.75  to  1.0  [gr.  xii-xv]  for  a  child  from  13  to  15  years  old. 

[The  doses  given  by  the  author  are  too  large;  half  the 
quantities    will    do    for    ordinary   medicinal   purposes.^-SHEF- 

FIELD.] 

Externally  salol  is  employed  as  an  insufflation  in  ozena: — 

R  Salolis    0.0  [3i8s]. 

Acidi  borici 3.0  [gr.  xlv]. 

Acidi  salicylici 0.6  [gr.  x]. 

Thymol    0.3  [gr.  v]. 

Talci  10.0  [Siissj. 

Salophen  [acetyl-para-amidophenol  salicylate]  usually  acts 
promptly  [in  influenza,  neuralgia,  and  rheumatism]  and  is  well 
tolerated.  Drews  recommends  it  also  in  chorea  rheumatica. 
Dose :  0.15  [gr.  iiss]  three  times  a  day  for  a  child  from  2  to  3 
years  old;  0.25  [gr.  iv]  for  a  child  from  4  to  5  years  old;  0.3 
to  0.5  [gr.  v-viij]  for  a  child  from  6  to  10  years  old;  0.75  to 
1.0  [gr.  xii-xv]  for  a  child  from  11  to  15  years  old. 

Sanmina!  is  obtained  from  defibrinated  blood.  It  acts 
well  as  a  tonic  and  roborant  in  anemia,  rachitis,  scrofula,  and  all 
forms  of  debility.  It  is  also  manufactured  in  the  form  of  pills 
with  creosote  and  guaiacol  carbonate,  both  of  which  are  deserv- 
ing of  recommendation  in  scrofula  and  tuberculosis. 

Santonin  acts  promptly  in  ascaris  and  oxyuris.  Dose: 
0.01  to  0.15  [gr.  Ve-iiss]  for  children  of  from  1  to  15  years  of 
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age.  It  is  usually  given  on  three  successive  evenings,  preceded 
and  followed — on  the  fourth  day — by  a  purgative.  It  is  still 
better  to  combine  the  santonin  with  equal  parts  of  calomel  or 
dissolve  it  in  castor-oil.  Santonin  is  readily  taken  by  children 
in  the  form  of  ^%orm-candies" — i.e.,  trochisci  santonini  (usually 
containing  0.025  [gr.  ss]).  Santonin  usually  stains  the  urine 
yellow  and  sometimes  renders  vision  yellow.  In  too  large  doses 
it  causes  vomiting,  urticaria,  retention  of  urine,  more  rarely 
coma  and  convulsions.  In  oxyuris  santonin  may  be  admin- 
istered by  rectum  (0.1  to  0.2  [gr.  iss-iij],  and  in  pruritus  ani 
also  in  the  form  of  suppositories : — 

IJ  Santonini    0.02  to  0.2  [gr.  Va-iijb 

Olei  theobromatis 1.0  [gr.  xv]. 

Sig. :  To  be  introduced  in  tlie  rectum  in  the  evening  and  followed 
by  an  enema  the  next  morning. 

[Scilla  (Squill). — Expectorant  and  diuretic. 

Oxymel  Scillce. — Dose:   Gtt.  v-x. 

Syrupiis  Scillce  Compositus. — Dose:  gtt.  ii-x. — Shef- 
field.] 

Senega. — Expectorant.  It  is  usually  combined  with  althea, 
liquor  ammonii  anisatus,  tinctura  opii  benzoica,  etc. 

[Extractum  Senegce  Fluidum. — Dose:  gtt.  ss-ij. 

Syrupus  Senegce. — Dose:    gtt.  v-x. — Sheffield.] 

Senna. — Effective  laxative. 

IJ  Electuarii  e  senna 25.0  [3vj]. 

Aquae  destillatte    100.0  [Biijl- 

Acidi  tartaric!  1.2   [gr.  xviij]. 

Sacchari  albi 10.0  [3iiss]. 

Sig.:    One  dessert-spoonful  every  two  hours. 

Infusum  Sennce  Composituni. — Dose:  1  teaspoonful  every 
two  hours. 

Sirolin  is  a  palatable  and  easily  absorbable  fluid.  One  tea- 
spoonful  of  sirolin  contains  0.4  [gr.  vj]  of  thiocol  in  perfect  so- 
lution. It  is  a  very  opportune  remedy  in  the  treatment  of  tu- 
berculosis.    Dose:   1  to  2  teaspoonfuls  daily. 

Sodium  Preparations. — Sodii  Benzoas. — Internally  is  em- 
ployed in  thrush   (1.0  to  100.0   [gr.  xv  to  oiij]^  1  teaspoonful 
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every  two  hours),  in  vomiting  or  diarrhea  resulting  from  fer- 
mentative processes  (3.0-5.0  to  100.0  [gr.  xlv-lxxv  to  giij]). 
[Various  experiments  made  with  it  proved  its  value  as  an  anti- 
septic, antipyretic,  antirheumatic,  diaphoretic,  diuretic,  and  ex- 
pectorant. Sodium  benzoate  is  therefore  the  ideal  remedy  in  the 
treatment  of  influenza. — Sheffield.]  Externally  it  is  often 
prescribed  as  a  mouthwash  (1  to  2  per  cent.)  in  aphthae  and  as 
a  gargle  (5  to  10  per  cent.)  in  diphtheria. 

Sodii  Boras  is  employed  as  a  mouthwash  (4-per-cent.  solu- 
tion) in  stomatitis,  soor,  aphthae,  etc.,  and  as  an  eyewash  (3- 
per-cent.  solution)  in  conjunctivitis,  etc.  Also  as  an  inhalation 
(1  per  cent.)  in  laryngitis. 

Sodii  Bicarlonas  is  frequently  given  in  gastric  catarrh  with 
hyperacidity: — 

IJ  Sodii  bicarbonatis   1.0  to  5.0  [gr.  xv-lxxv], 

Tincturae  rhei   5.0  to  10.0  [3i-ij]. 

Syrupi  simplicis    15.0  [^ss]. 

Aquae  destillatse   ad  100.0  [§iij]. 

Sig.:    One  teaspoonfiil  every  two  hours. 

Also  in  catarrh  of  the  respiratory  and  genito-urinary  organs 
(with  sodium  salicylate).  The  author  always  adds  sodium  bi- 
carbonate whenever  he  prescribes  sodium  salicylate  or  potassium 
iodid.  It  renders  these  remedies  more  tolerable.  Externally 
sodium  bicarbonate  forms  a  good  dusting  powder  in  burns,  and 
a  useful  inhalant  (1  per  cent.)  in  laryngitis. 

Sodii  Salicylas. — Antipyretic  and  antirheumatic.  It  acts 
well  in  influenza,  pertussis  (combined  with  sodium  bromid  and 
sodium  bicarbonate),  cystitis,  pleuritis  [tonsillitis],  and  diabetes. 
It  is  usually  prescribed  in  solution,  with  aqua  menthse  or  syrupus 
corticis  aurantii. 

Dose:  Pro  die,  0.5  to  1.0  [gr,  viii  to  xv]  for  a  child  1  year 
old;  2.0  [3ss]  for  a  child  from  2  to  3  years  old;  3.0  [gr.  xlv] 
for  a  child  from  4  to  6  years  old;  4.0  [3j]  for  a  child  from  7 
to  12  years  old;   5.0  [gr.  Ixxv]  for  older  children. 

Somatose. — Excellent  nutrient  preparation  obtained  from 
the  albuminoids  of  flesh  ["  5  parts  of  somatose  represent  30 
parts  of  beef  in  nutritive  value'' — Coblenz].  It  has  proved 
extremely  efficient  in  the  treatment  of  anemia,  scrofula,  rachitis, 
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and  convalescence  and  in  diverse  forms  of  debility.  It  is  readily 
taken  by  children. 

[Dose :  1  to  2  level  teaspoonfuls  daily,  shortly  before  meals, 
in  water,  milk,  gruel,  cocoa,  etc. — Sheffield.] 

Sozoiodol  Preparations. — Sodii  Sozoiodol.  is  employed  chiefly 
as  an  insufflation  in  diphtheria: — 

IJ  Sodii   sozoiodol 2.0  to  6.0  [3ss-iss]. 

Sulphuris  sublimati CO  [3iss]. 

Sig.:  As  an  insufflation,  in  the  throat  and  nose  every  two  hours 
(for  a  child  of  from  2  to  4  years  of  age). 

Potassii  Sozoiodol.  is  employed  in  intertrigo  (in  5-  to  10- 
per-cent.  ointment  or  dusting  powder)  ;  for  irrigations  of  the 
ear  (in  2-per-cent.  solution)  ;  in  ozena  and  otorrhea  (in  powder 
form  with  equal  parts  of  talcum). 

Ilydrargyri  Sozoiodol.  is  recommended  in  intertrigo,  eczema 
narium,  etc.  (in  1-per-ccnt.  ointment)  ;  as  an  insufflation  in 
pharyngitis  sicca  and  hypertrophic  rhinitis  (1-5  to  20  parts  of 
talcum)  ;  as  an  eyewash  in  eye  diseases  (5-  to  6-per-cent.  solu- 
tion) ;  in  blepharitis  and  eczema  of  the  lids  (V2-  to  2-per-cent. 
ointment).  For  the  latter  conditions  sodium  sozoiodolate  (2  ^/g 
to  5  per  cent.)  may  be  employed. 

Strophanthus.  —  [Cardiac  stimulant.]  Valuable  succeda- 
neum  for  digitalis. 

Tinctura  Strophaiithi. — Dose:  ^/^  to  1  drop  for  a  child 
under  3  years  of  age;  2  drops  for  a  child  from  3  to  6  years;  3 
to  8  drops  for  older  children.  The  dose  should  be  gradually 
increased  and  may  be  repeated  three  times  a  day.  It  may  also 
be  prescribed  in  the  following  combination : — 

IJ  Tincturae  strophanthi 5.0  [3j]. 

Tincturae    cinchonae    compositae 10.0  [3iiss]. 

Sig.:    From  three  to  fifteen  drops  three  times  a  day. 

Strychnina. — [Powerful  excitomotor,  cardiac,  and  respira- 
tory stimulant.] 

Strychnince  Nitras  [and  Sulphas']  are  generally  employed 
hypodermically  in  paralysis  (especially  diphtheritic),  enuresis, 
prolapsus  ani  (injected  around  the  anus)  [and  pneumonia  and 
cardiac  and  general  debility].    Dose:   0.0005  to  0.001  or  0.002 
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[gr.  Vi28  to  ^/g^  or  V32]  once  or  twice  a  day  in  gradually  in- 
creased doses. 

I^  Strychninae    nitratis    0.01   [gr.  Ve]- 

Aquae  destillatae 10.0     [3iiss]. 

Sig. :  For  hypodermic  use,  beginning  with  ^/y^  syringeful  and  grad- 
ually increasing  to  a  whole  syringeful. 

[It  is  perfectly  safe  to  administer  from  ^/^qq  to  V50  grain 
of  strychnin  sulphate  or  nitrate  every  three  to  six  hours  in 
cases  requiring  active  stimulation. — Sheffield.] 

[Extractum  Nucis  Vomicce. — Dose:    gtt.  ^Aq-J- 

Tinctura  Nucis  Vomicce. — Dose :   gtt.  ss-v. 

Both  of  these  preparations  are  very  useful  as  a  general 
tonic  and  stomachic. — Sheffield.] 

Styrax  [prepared  storax]  is  useful  in  scabies  (should  not 
be  used  in  the  presence  of  kidney  disease!). 

I^  Styracis  liquidi, 

Olei  olivae   aa  25.0. 

Sig.:  To  be  applied  at  night  and  washed  off  the  next  morning 
with  soap  and  water. 

Sulphonal  [diethyl  sulphon-methyl-methane]  is  a  safe 
hypnotic.  [It  is  indicated  in  simple  insomnia  and  in  sleepless- 
ness accompanying  mental  and  nervous  diseases  attended  with 
excitement  and  delirium. — Sheffield.] 

Dose:    0.1  to  0.5  [gr.  iss-viij]. 

[IJ  Sulphonal    gr.  iij   [0.2]. 

Sodii  bromidi   gr.  v     [0.3]. 

Spiritus   ammoniae   aromatici gtt.  v. 

Elixirii   simplicis     3ij         [8.0]. 

.Sig.:  This  dose  may  be  repeated  every  three  to  six  hours  accord- 
ing to  indications  (for  a  child  6  years  old). — Sheffield.] 

It  may  also  be  administered  by  rectum. 
Sulphur  is  used  chiefly  in  skin  diseases. 

IJ  Sulphuris  praecipitati, 

Glycerini, 

Alcoholis  aa  10.0  [3iiss]. 

Sig.:    To  be  applied  in  the  evening  (in  acne). 
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Also  in  combination  with  betanaphthol  in  acne,  scabies, 
prurigo,  favus,  psoriasis,  and  ichthyosis: — 

IJ   Sulpluiris   praeeipitati    50.0   [3xij]. 

Betanaphthol    10.0  [3iiss]. 

Vaselini, 

Saponis  viridis aa  25.0  [3vj]. 

Sig. :  Apply  a  thick  layer  and  wipe  it  off  after  from  fifteen  to 
twenty  minutes   (followed  by  powdering). 

The  following  combination  is  very  useful  in  alopecia: — • 

[  IJ  Resorcini 3ss   (     2.0) . 

Sulphiiris   praeeipitati 3ij    (     8.0) . 

Tincturse  eantharidis  3ij    (     8.0). 

Olei  ricini   3ij    (     8.0). 

Alcoholis   absoluti 5iv  (120.0). 

Olei  myrciae gtt.  v. 

Sig.:    Rnb  into  the  scalp  once  a  day. — Siiefiield.] 

Tamarindus. —  [Enters  into  the  official  confectio  sennae.] 

Essentia  Tamarindi  (Dallman)  is  a  good  Laxative  in  habit- 
ual constipation.     Dose:    1  teaspoonful  three  times  a  day. 

■Tannin  Preparations. — The  new  tannin  preparations  are 
at  present  frequently  used  in  the  treatment  of  diseases  of 
children.  They  are  distinguished  by  pahitability  and  odorless- 
ness  and  by  the  fact  that  they  are  not  dissolved  in  the  stom- 
ach, but  are  slowly  split  up  into  their  components  in  the  intes- 
tine. They  all  act  promptly  in  intestinal  catarrhs,  especially 
in  the  subacute  and  chronic  varieties,  in  typhoid,  cholera 
nostras,  tuberculous  intestinal  affections,  etc. 

Tannigen,  diacetyltannin,  contains  50  per  cent,  of  tannin. 

Tannalhin,  tannin  albuminate,  contains  50  per  cent,  of 
tannin. 

Tannopin  s.  Tannon  is  a  condensation  product  of  tannin 
87  per  cent,  and  urotropin. 

Tanocol,  a  combination  of  tannin  and  calcium. 

Tannoform^  a  condensation  product  of  tannin  and  for- 
malin. 

The  dose  is  alike  in  all  the  tannin  preparations.  As  long 
as  the  diarrhea  is  severe,  it  should  be  given  every  two  hours : 
0.1  [gr.  iss]  for  a  child  under  6  months;   0.15  [gr.  iiss]  for  a 
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child  over  6  months;  0.25  [gr.  iv]  for  a  child  from  2  to  4  years; 
0.4  [gr.  vj]  for  a  child  from  6  to  8  years;  0.5  [gr.  viij]  for  a 
child  from  9  to  14  years  old.  After  improvement  has  set  in 
the  same  dose  should  be  administered  three  times  a  day.  In 
acute  conditions  either  of  the  tannin  preparations  may  at  first 
be  combined  with  calomel.  They  may  be  continued  for  a  long . 
time  without  bad  after-effects.  Tannoform  is  also  advanta- 
geously used  externally  in  eczema,  intertrigo,  gangrene,  decu- 
bitus, hyperidrosis,  either  as  a  dusting  powder  (4  or  5  parts 
of  talcum)  or  ointment: — 

^  Tannoformi 3.0  [gr.  xlv]. 

Vaselini  10.0  [Siiss]. 

Lanolini 20.0  [3v]. 

Terpini  Hydras.  —  Useful  expectorant  in  catarrhs  of  the 
air-passages  and  pertussis. 

Dose:  0.1  [gr.  iss]  for  a  child  1  year  old;  0.15  [gr.  iiss] 
for  a  child  2  years  old;  0.2  [gr.  iij]  for  a  child  3  years  old; 
0.25  [gr.  iv]  for  a  child  4  years  old;  0.3  [gr.  v]  for  a  child 
from  5  to  7  years  old;  0.4  [gr.  vj]  for  a  child  from  8  to  10 
years  old;  0.5  [gr.  viij]  for  older  children.  The  dose  may  be 
repeated  every  three  hours. 

[Theocin  (di-methyl-xanthin)  is  a  powerful  diuretic;  its 
main  field  of  usefulness  is  in  edema  of  cardiac  affections,  also 
in  other  forms  of  dropsy,  in  which  rapid  diuresis  is  called  for. 
Dose:   0.05  to  0.2  (gr.  V4-iij)  three  times  a  day. — Sheffield.] 

TMocol. — A  guaiacol  preparation,  soluble  in  water,  readily 
assimilable,  and  comparatively  innocuous.  It  has  proved  very 
beneficial  in  the  treatment  of  pulmonary  tuberculosis.  It  may 
be  prescribed  in  powder  form  (gr.  i-iv)  or,  preferably, .  in  solu- 
tion with  syrup — sirolin  (q.v.). 

Thioform  has  been  recommended  as  a  local  application  in 
chronic  rhinitis: — • 

U  Thioform, 

Saechari  lactis aa  10.0  [3iiss]. 

Thiol. — Succedaneum  for  ichthyol;  does  not  smell  as  bad, 
and  acts  promptly.  Its  indications  are  the  same  as  for  ich- 
thyol:   eczema,  erysipelas,  combustio,  epididymitis,  herpes,  etc. 
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3  Thiol     5.0  L^ilxxv]. 

Adipis     45.0  [3xij]. 

Sig. :    Externally. 

IJ  Piilveris   thiol    5.0  [gr.  Ixxv]. 

Amyli  20.0  [3v]. 

Talci  5.0  [3j]. 

Sig.:    Externally. 

Thyroid  Gland  Preparations. — lodothyrin,  Thyraden,  etc., 
are  at  present  frequently  employed  in  the  treatment  of  diseases 
of  children.  They  often  prove  very  effective  not  only  in  struma 
and  psoriasis,  hut  also  in  infantile  myxedema,  dwarfism,  cretin- 
ism, and  idiocy.  The  dose  should  be  gradually  increased  from 
V2  tablet  pro  die  to  3  or  4  tablets.  Caution  should,  however, 
be  exercised  in  their  administration. 

[Tricresol  (ortho-,  meta-,  and  para-  cresol)  is  an  efficient 
antiseptic.  It  is  recommended  as  an  antiseptic  for  collyria  (1 
to  1000  of  water)  and  as  an  inhalation  (V^-per-cent.  solution).] 

Trional  [diethyl-sulphon-methyl-ethyl-methan]  is  a  prompt 
b3'pnotic  very  valuable  in  chorea,  pavor  nocturnns  [and  other 
conditions  associated  with  marked  restlessness].  [Dose:  as 
many  grains  (0.06)  as  the  age  of  the  child  in  years.  It  should 
be  administered  in  warm  fluids.  It  may  also  be  given  by  rectum. 
— Sheffield.] 

TJrethan.  —  Hypnotic ;  it  is  recommended  especially  by 
Demme.  Dose:  0.05  [gr.  ^/^  to  0.3  [gr.  v],  according  to  the 
age  of  the  child,  in  sugar-water,  two  or  three  times  a  day;  also 
by  rectum — e.g.,  in  eclampsia. 

Uropherin  (tlieohromin  and  lithium  henzoate)  is  indicated 
in  uric  acid  diathesis  and  as  a  diuretic  in  cardiac  disturbances. 

I^  Uropherini    10.0  [Siiss]. 

Aquse  destillatae    100.0  [Siijl- 

Sig.:    One  dessert-spoonful  three  to  five  times  a  day. 

Urotropin  (hexamethylene  tetramine  formalin)  is  fre- 
quently employed  as  a  uric  acid  solvent,  diuretic,  and  urinary 
antiseptic  (cystitis)  [also  as  an  intestinal  antiseptic — e.g.,  in 
typhoid  fever]. 
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IJ  Urotropini    2.0  to      4.0  [3ss-j]. 

Aquae  destillatse    100.0  [Biij]- 

Sig.:  One  teaspoonful  to  one  dessert-spoonful  two  or  three  times  a 
day. 

TTva  TTrsi. — The  leaves  of  uva  ursi  are  extensively  used  in 
cystitis,  either  in  the  form  of  an  infusion  (1  dessert-spoonful 
to  a  large  cupful  of  water;  to  be  boiled  for  fifteen  minutes) 
or  in  the  form  of  decoctum  folii  uvce  ursi  (5.0  to  100.0  [5iss  to 
§iij]).     Dose:    One  dessert-spoonful  every  hour. 

\_Extractum  Uvce  Ursi.    Dose:   gtt.  v-xv.] 

Valeriana. — [Powerful  carminative,  circulatory  stimulant, 
and  antispasmodic] 

Tinctura  Yaleriance  yEtherea  [or  Ammoniata]  is  employed 
as  an  antinervosum — e.g.,  in  hysteria  and  nervous  vomiting. 
Dose:  From' 10  to  15  drops  three  times  a  day. 

[Veronal  (diethylmalonylurea)  is  a  safe  and  prompt  hyp- 
notic in  most  varied  forms  of  insomnia.  It  is  best  administered 
in  warm  water,  weak  tea,  or  milk.  Dose :  gr.  i-ij  for  a  child  4 
years  old. — Sheffield.] 

Xeroform  [tribromphenol  bismuth]  is  a  succedaneum  for 
iodoform  in  wounds,  etc.  It  is  frequently  used  in  eczema, 
either  in  the  form  of  a  powder  or  5-per-cent.  ointment;  also  in 
faulty  healing  of  the  umbilicus.  As  an  insufflation  it  is  rec- 
ommended in  rhinitis  and  otitis  scrofulosa,  and  in  the  form  of 
a  5-per-cent.  ointment  in  ophthalmoblennorrhea. 

Zincum. —  [Externally  it  acts  as  an  astringent  and  anti- 
phlogistic; internally  it  appears  to  be  a  depressant  to  the 
nervous  and  muscular  systems. — Sheffield.] 

Zinci  Oxidum  is  frequently  used  in  eczema  and  intertrigo. 
In  eczema  Biedert  prescribes  the  following  combinations : — 

I^  Zinci  oxidi, 

Hydrargyri  ammoniati   aa     1.0  [gr.  xv], 

Adipis    10.0  [3iiss]. 

Olei  amygdalae  dulcis 1.0  [3j] . 

J^  Zinci  oxidij 

Acidi  borici aa  1.0  to     2.0  [gr.  xv-xxx], 

Lanolini 20.0  [3v]. 

Glycerini    5.0  [3j]. 
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The  following  two  ointments,  which  are  known  as  ''cooling 
ointments/'  are  employed  to  relieve  itching,  e.g.,  in  urticaria, 
eczema,  prurigo,  varicella,  etc. 

IJ  Adipis  lanae    5.0  [3j]. 

Unguenti  zinci  benzoati   10.0  [Siiss]. 

Aqiue  losae    20.0  [3v]. 

Mentholis    1.0  [gr.  xv]. 

I^   Lanolini      5.0   [3j]. 

Unguenti  zinci  benzoati, 

Liquoiis    plumbi    subacetatis aa   10.0   [3iiss]. 

In  intertrigo: — 

U  Zinci  oxidi   5.0  to     10.0  [3i-iiss]. 

Olei  rusci    1.0  to       2.0   [»*xv-xxx]. 

Vaselini^ 

Lanolini    aa  ad  100.0  [Siij]- 

(Baginsky). 

B  Zinci  oxidi 5.0  [3j]. 

Acidi  salicylici, 

Acidi  borici aa     0.5   [gr.  viij]. 

Talci, 

MagnesifB    aa  q.  s.  ad  50.0   [3xij]. 

Sig.:    To  be  used  as  a  dusting  powder. 

Zinc  oxid  may  also  be  combined  with  equal  parts  of  starch 
and  used  as  a  dusting  powder. 

Internally  zinc  oxid  is  employed  as  an  antispasmodic  in 
epilepsy,  eclampsia,  pertussis,  etc.  Dose:  0.01  to  0.05  [gr.  ^/g- 
^/^]  in  powders  three  times  a  day;  it  may  also  be  combined 
with  lactate  of  iron. 

Zinci  Sulplias  is  employed  extcnialhj  in  conjunctivitis 
(0.03-0.05  to  10.0  of  water  [gr.  V2-V4  to  3iiss]  2  or  3  drops 
twice  a  day)  ;  in  vulvo-vaginitis  as  an  injection  {^/^  to  1  per 
cent.)  ;  also  in  stomatitis,  aphthae,  etc.;  as  a  local  application  in 
obstinate  coryza  (a  few  drops  of* a  1-per-cent.  solution). 

Infernally  it  sometimes  acts  favorably  in  chronic  catarrh 
of  the  small  intestine. 

IJ  Zinci  sulphatis    0.03  to       0.05   [gr.  V2-V4]- 

Aquse  destillatse    100.0     [giij]. 

Sig.:    One  teaspoonful  to  1  dessert-spoonful  three  times  a  day. 

Zinci  Valerianas. — Useful  nervine  and  antispasmodic  in 
hysteria,  etc.    Dose:   0.01  to  0.05  [gr.  Ve-'Al- 
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Abasia-astasia,   366. 

Abdominal  organs,  tuberculosis  of,  237; 
tumors  of,  146. 

Abscess,  cerebral,  337;  cerebral  in  oti- 
tis, 111;  in  coxitis,  401;  in  spondy- 
litis, 388;  of  liver,  155;  retropharyn- 
geal,  97;    worm,    148. 

Achondroplasia,  84. 

Acne,   439. 

Acromegaly,  291. 

Actinomycosis,   271. 

Addison's   disease,   302. 

Adenie,  274. 

Adenitis,  in  skin  diseases,  430,  435; 
scrofulous,  298;  syphilitic,  242;  tu- 
berculous, 228. 

Adenoid  vegetations,  91. 

Adhesio,  linguae,  63;  preputii,  78. 

Adipositas,    166. 

Agrammatism,   114. 

Albinos,   58. 

Albuminuria,  cyclical,  functional  or- 
thotic, or  physiological,  303,  311  (see 
also  "Nephritis"). 

Alteratives,   473. 

Amaurosis,    uremic,   182. 

Amaurotic  family  idiocy,  374. 

Amnion   navel,   71. 

Amyloid  degenerations,  160. 

Anal  fissure,  152. 

Anchylostomum  duodenale,  cause  of 
anemia,  274. 

Anemia,  272;  cerebral,  330;  pernicious, 
274;  pseudoleukemic,  of  infancy,  273; 
simple,  272;  splenic,  273. 

Aneurisms,  289. 

Angina,  99;  Ludovici,  180. 

Angiomas,    442. 

Ankyloblepharon,    57. 

Ankyloglossia,   63. 

Anodynes,  474. 

Anophthalmos,    57. 

Anthelmintics,    476. 

Antipyretics,   473. 

Antispasmodics,   474. 

Antitoxin,  504;  in  diphtheria,  190;  in 
diphtheritic  conjunctivitis,  449;  in 
noma,  126;  in  scarlatinal  diphtheria, 
183;    in   tetanus,    360. 

Anuria,   idiopathic,   317. 

Anus,  fissure  of,  152;  imperforate,  60, 
67. 

Aphthae,  119,  121,  128. 

Appendicitis,  140. 

Aromatic  bath,   457. 

Arteriosclerosis,   289. 

Arteritis    umbilicalis,    36. 

Arthritis  deformans,  425. 

Articular  rheumatism,  251. 

Artificial  respiration,  32. 

Ascaris  lumbricoides,  147. 

Aspersion  bath,  456. 

Asphyxia  neonatorum,  31. 

Assps'    milk     19 

Asthma,  268;  dyspepticum,  133,  268; 
hystericum,  268;  thymicum,  295; 
uremicum,  268. 

Astringents,  447. 

Ataxia,  hereditary,  345;  locomotor,  352. 

Atelectasis  pulmonum,  33. 

Athetosis,    355. 

Athrepsia,   158. 


Atresia,  ani,  66;  esophagi,  65;  et  intes- 
tini  recti,  67;  of  the  small  intestines, 
68;  oris,  61;  recti,  67;  tractus  intes- 
tini,  66;  urethras,  76;  vaginae  hy- 
menalis,  77;  vulvae,  76. 

Auricular  appendages,  58. 

Auscultation  of  the  heart,  24;  of  the 
lungs,    24. 

Autoscopy  of  the  larynx,  29. 

Baby  language,  114. 

Backerbein,  409. 

Bacteriuria,  315. 

Barlow's  disease,   158. 

Basedow's  disease,  292. 

Basilar  meningitis,   229. 

Baths,   456,   457,   458. 

Bednar's  aphthae,   128. 

Bed-wetting,  318. 

Bile,    117. 

Bile-ducts,  congenital  obliteration  of, 
69. 

Biliary  calculi,   155. 

Birth-marks,    442. 

Birth-paralysis,  335. 

Bladder,  fissure  of,  75;  spasm  of,  317; 
stones  in,  315;   tumors  of,  316. 

Bleeders,  275. 

Blepharitis,    432,    446. 

Blepharophimosis,  447. 

Blood,  272. 

Blue  sickness,  72. 

Boil,  441. 

Bones,   diseases  of,  388. 

Bothriocephalus  latus,  cause  of  ane- 
mia, 274. 

Bowlegs,    410. 

Brain,  abscess,  337;  anemia,  330;  hy- 
peremia, 330;  tuberculosis,  232;  tu- 
mors,  342. 

Bran  bath,  457. 

Breast,  inflammation  of,  in  newly 
born,   48. 

Breast-milk,    8,    10,    13,    14. 

Brom.id-water,  Erlenmeyer's,  495. 

Bronchial,  croup,  103;  glands,  tubercu- 
losis of,   234. 

Bronchiectasis,  269. 

Bronchitis,    254. 

Broncho-pneumonia,  254. 

Bronzed  skin,  302. 

Buhl's   disease,    41. 

Bulimia,    133. 

Burns,  427. 

Calculi,  biliary,  155;  renal,  310;  vesical, 
315. 

Calmuck  type  of  idiocy,  373. 

Cancrum  oris,  320,  124. 

Caput,  obstipum,  252,422;  succedaneum, 
50. 

Cardialgia,    134. 

Care,  of  the  eyes,  2;  of  the  teeth,  90; 
of  the  umbilicus    1. 

Caries,  of  the  teeth,  89;  of  the  verte- 
bral  column,   388. 

Catalepsy,   368. 

Cataracta  congenita,  57. 

Cathartics,   475. 

Caudal  formations,  83. 

Cephalhematoma,  51. 

Cephalocele,  53. 
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Cerebral,  abscess,  337;  hemorrhage, 
339;     paralysis,   335. 

Cerebro-spinal   meningitis,    209. 

Cervical   ribs,    59. 

Cheiloschisis,  63. 

Chest,  circumference  of,  88. 

Chicken-breast,  163,  165,  214. 

Chicken-pox,  202. 

Chilblain,    428. 

Chloasma,    439. 

Chlorosis,    272. 

Choc  en  retour,  244. 

Cholelithiasis,    155. 

Cholera,  Asiatica,  227;  infantum,  221. 

Chondrodystrophia,    84. 

Chorea,  minor,  376;  electrica,  366,  380; 
electricity  in,  464;  magna,  367;  mollis, 
380;    paralytica,    380. 

Choroidal  tubercles,  230. 

Choroiditis,  4.52. 

Chvostek's   phenomenon,    360. 

Chylous  cysts,   146. 

Chyluria,   315. 

Circular  insanity,  375. 

Circulatory  organs,  281;  diseases  of, 
281. 

Circumcision,    80,    275. 

Cirrhosis   hepatis,    154. 

Cleft,  of  the  face,  61;  of  the  palate,  62. 

Climatology,   467. 

Cloaca  congeuitalis,   66. 

Clubfoot,  410;  reduction,  414;  splint, 
416. 

Coccygeal   tumors,   82. 

Cold,  compresses,  455;  effects  of,  454; 
pack,    454;    sponging,    454. 

Colic,    137. 

Colicystitis,    314. 

Colitis,  224  (see  "Intestinal  ulcers," 
145). 

Collcs's   law,    247. 

Coloboma  iridis,   57. 

Colon,  congenital  dilatation  of,  68. 

Colostrum,  8. 

Combustlo,   427. 

Compresses,  cold,  455;  warm,  455. 

Compression  myelitis,  350. 

Condensed    milk,   18. 

Congelatio,   427. 

Conjunctivitis,  catarrhal,  448;  croup- 
ous, 449;  diphtheritic,  449;  follicular, 
448;  gonorrheal,  449;  phlyctenular, 
448;  pneumococcic,  449;  purulent,  448. 

Constipation,   135;   electricity  in,   464. 

Contractures,   idiopathic,   364.     ' 

Convulsions,    356. 

Cooling   ointments,   537. 

Cor    bovinum,    289. 

Cord,   umbilical,   care  of,  1. 

Cortical  epilepsy,  369. 

Coryza,   94,   240,   245. 

Couveuse,   3. 

Cows'    milk,    14;    feeding,    14. 

Coxa  vara,   408. 

Coxitis,    399. 

Cranial,  circumference,  87;  injuries,  50. 

Cranio-tabes,   162. 

Cream  in  top-milk,  17. 

Crede's  method  of  preventing  ophthal- 
mia neonatorum,   2. 

Creeping    disease,    436. 

Cretinism,  290;  sporadic,  291. 

Croup,  bronchial,  103;  catarrhal,  101; 
membranous,  103;  nondiphtheritic, 
103;    spasmodic    (false),    104. 

Crural  hernia,  70. 

Crusta  lactea,  430. 

Cryptophthalmos,    57. 

Cryptorcbidism,  "JT. 


Cyanosis,  congenital,  72. 
Cyclical   albuminuria,    303,    311. 
Cysticercus,  149. 
Cystitis,  313. 
Cystospasm,   317. 

Cysts,  chylous,  146;  dcmoid,  443;  of 
the  neck,  58. 

Dacryocystitis,  448. 

Dactylitis,  scrofulous,  300;  syphilitic, 
243;    tuberculous,   422. 

Deaf-mutism,    115. 

Death,    thymus,    295. 

Delirium   tremens,  376. 

Dementia,  374. 

Dental  caries,  89. 

Dentition,  88;  disturbances  associated 
with,   89,   90. 

Dermatitis,  46;  exfoliative,  of  the 
newly  born,  46,  47. 

Dermoid    cysts,    443. 

Diabetes,    insipidus,   312;   mellitus,   312. 

Diaphoretics,   476. 

Diaphragm,    hernia   through,    70. 

Diarrhea,  138,  221;  fatty,  139;  tubercu- 
lous, 238. 

Diastasis,  recti  abdominis  muscles,  69. 

Diazo-reaction,    218. 

Dietary    in    health    and    disease,    468. 

Digestants,    472. 

Digestive  tract,   peculiarities   of,   116. 

Dilatation,  of  the  colon,  congenital,  68; 
of  the  stomach,  134. 

Diphtheria,  185;  bacilli,  184;  of  the 
conjunctiva,  449;  paralysis  in,  188; 
scarlatinal,  179;  serum  treatment  of, 
190. 

Diplegia  (see  "Cerebral  paralysis"), 
335. 

Dislocation  of  the  hip,  congenital,  402; 
Lorenz's  operation  for,  404. 

Disseminated    sclerosis,   351. 

Diuretics,   476. 

Diverticula,   esophageal,  130. 

Dobell's  solution,   481. 

Double,   formations,  82;  jointed,  163. 

Drugs,  478  (see  also  "Palatable  pre- 
scribing," 471. 

Dry  middle  ear  disease.  111. 

Ductus,  arteriosus  Botalli,  73;  om- 
phalo-mesentericus  s.  entericus,  68. 

Dysentery,    224. 

Dyspepsia,   130. 

Dyspeptic    asthma,    268. 

Dystrophy,  muscular,  progressive,  352. 

Dysuria,   317. 

Ear,  diseases  of  (see  "Otitis"),  107; 
prominence   of,   58. 

Echinococci,  156. 

Eclampsia    infantilis,    356. 

Ecthyma,    441. 

Ectopia,  testis,  77;  vesicae,  75. 

Eczema,  429. 

Edema,  cutis,  445;  glottidis,  106,  242, 
427;  scleredema,  42. 

Effleurage,   466. 

Electricity  in  the  treatment  of  dis- 
ease^ 462. 

Elephantiasis,  446. 

Elongated  uvula,  99. 

Embolism,    339. 

Emetics,   475. 

Emphysema,  cutis,  445;  pulmonum,  269. 

Empyema,    263. 

Encephalitis,  hemorrhagic,  acute,  336; 
purulent,   337. 

Encephalocele,    53. 
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Endocarditis,  283;  in  rheumatism,  251; 
in  scarlatina,   181. 

Enemata,  459. 

English    disease,   160. 

Enteralgia,    137. 

Enteritis,    138. 

Enuresis,  318;  electricity  in,  464. 

Epicanthus,   57. 

Epidemic,  hemoglobinuria,  39;  menin- 
gitis,   209. 

Epididymitis,   326. 

Epilepsy,  369. 

Epiphyseal  separation,  in  rickets,  163; 
in  syphilis,  243, 

Epispadias,    81. 

Epistaxis,   96. 

Epithelial  pearls,  128. 

Erb's   sign   of    tetany,    361. 

Erlenmeyer's    "bromid-water,"    495. 

Erysipelas  neonatorum,   39. 

Erythema,  neonatorum,  46;  nodosum, 
276;   varieties  of,   426. 

Escat's  laryngoscope,  29. 

Esophagitis,  129. 

Esophagus,  strictures  of,  129;  diver- 
ticula in,  130. 

Essential  paralysis,  347. 

Etappenverband,  394,  396,  412. 

Exophthalmic   goiter,   292. 

Exomphalos,  71. 

Exostoses,   424,   425. 

Expectorants,  476. 

Exstrophy   of  bladder,   75, 

Eyes,  care  of,  2;  diseases  of,  447;  lids, 
eczema  of,   432. 

Facial  paralysis,  180,  385;  progressive 
hemiatrophy,  385;  treatment  by  elec- 
tricity, 464. 

Family   idiocy,    374. 

Faradic  current,  463. 

Fat-percentage  in  top-milk,  17. 

Fatty  degeneration  of  the  newly  born, 
41;    diarrhea,    139;    liver,    156. 

Fede's  disease,   126. 

Feeding,  of  infants,  8-20,  468;  scheme, 
17. 

Fever,  glandular,  227;  malarial,  248; 
recurrent,  228;  relapsing,  228;  rheu- 
matic, 251;  scarlet,  176;  typhoid,  217; 
typhus,   227. 

Fish-skin,    85. 

Fissure,  of  the  anus,  152;  of  the  blad- 
der,   75. 

Fistula,  colli  congenita,   65. 

Fits,   356. 

Flatfoot,  416. 

Flatulency,   137. 

Flaxseed  poultices,   259. 

Flexibilitas   cerea,   368. 

Fontanelles,  87. 

Foods,   infants',  18, 

Foramen  ovale,  73, 

Foreign  bodies  in  the  ear,  107. 

Formalin-glycerin   in   coxitis,   402. 

Friction  in  massage,  466. 

Friedreich's  disease,  345. 

Frons  quadrata,  164. 

Frostbite,  427. 

Functional  albuminuria,  311;  heart 
murmurs,  287. 

Fungus,    umbilical,    48. 

Gall-stones,   155. 

Galvanic  current,  463. 

Gangrene,  of  genitalia,  326;  of  lung, 
270;  of  mouth,  124;  of  skin,  444;  sym- 
metrical, of  skin  (see  "Raynaud's 
disease"),  444. 

Gastric  sedatives,  477;  ulcer,  135. 


Gastritis  (see  "Dyspepsia"),  130. 

Gastro-enteritis,  221. 

Gastromalacia.    133. 

Gastrophilus  equinus,  in  creeping  dis- 
ease,  436, 

Gavage,   6. 

Genital  organs,  diseases  of,  303;  mal- 
formations  of,    76-81. 

Genu,   valgum,   409;   varum,  410. 

Geographical  tongue,  127. 

German  measles,  175. 

Giant  growth,   291. 

Gibbus,  388,  393. 

Glands,  bronchial,  tuberculosis  of,  334 
(see  also  "Adenitis"). 

Glandular  fever,  227, 

Glossitis,  127. 

Glottis,  edema  of,  106;  spasm  of,  362. 

Glycosuria,    312. 

Goiter,    293;    exophthalmic,    292. 

Gonorrhea,    322. 

Grand  mal,  370. 

Granuloma  of  umbilicus,  48, 

Graves's  disease,  292. 

Grippe,  167. 

Growing  pains,   392. 

Growth,  of  long  bones,  in  typhoid 
fever,  220;   giant,   291. 

Growths,  sublingual,  126, 

Habit  spasm,  380, 

Half-cretin,  291. 

Hardening  of  infants,  7. 

Harelip,    63. 

Head,  circumference  of,  87;  in  hydro- 
cephalus, 332;  in  rachitis,  162;  rota- 
tory motions  of,  380. 

Head-murmur,  87. 

Heart,  anomalies  of,  72,  73,  74;  auscul- 
tation of,  24;  diseases  of,  281;  hyper- 
trophy, idiopathic,  of,  28;  murmurs, 
functional,  of,  287;  paralysis  in  diph- 
theria, 189;  percussion  of,  26;  valvu- 
lar disease  of  (see  "Endocarditis"), 
283 

Heat,  effects  of,  453. 

Height,    87. 

Hematoma,  durae  matris,  330;  of  car- 
diac valves,  74;  of  the  sterno-mas- 
toid,  59. 

Hematuria  (see  "Hemoglobinuria"), 
39,    309. 

Hemiatrophy,  facial,  progressive,  385. 

Hemichorea,   378. 

Hemicrtinia,    382. 

Hemiplegia,    233,    335,    339. 

Hemoglobinuria,  309;  epidemic,  in  the 
newly  born,  39. 

Hemophilia,  275. 

Hemorrhage,  cerebral,  339;  cutaneous, 
160,  172,  276;  gastric,  135;  intestinal, 
145,  217,  224;  meningeal,  214;  nasal, 
96;  pulmonary,  234,  236;  rectal,  150, 
151;   renal,   39,   309;   umbilical,   34. 

Hepatitis,  interstitial,  154;  syphilitic, 
155,   244;    tuberculous,   155,  237. 

Hereditary  ataxia,  345;   tremor,   352. 

Hermaphroditism,  false,  81. 

Hernia,  cerebri,  53;  crural,  70;  dia- 
phragmatic, 70;  incarcerated,  70;  in- 
guinal, 70;  of  lung,  72;  umbilical, 
71,   72. 

Herpes,  circinatus,  437;  glosso-labialis, 
433;  tonsurans,  437;  zoster,  433. 

Hiccough,  133. 

Hip-joint  disease,  399. 

Hip,    congenital   dislocation    of,   402. 

Hives,    428. 

Hodgkin's  disease,  274, 

Home  modification  of  milk,  17. 
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Hot  bath,    456. 

Hottentotism,    114. 

Hunger,    excessive,    1.33. 

Hutchinson's  triad  in  syphilis,  245. 

Hydrocele,    78. 

Hydrocephalocele,  53. 

Hydrocephaloid,   223,   331. 

Hydrocephalus,  acute,  334:  cnronic, 
331;  externus  meningeus,  334. 

Hydronephrosis,   75. 

Hydrorrhachis,    55. 

Hydrotherapy,   453. 

Hygroma  cysticum  colli  congenitum, 
59. 

Hyperemia,  cerebral,  .330. 

Hyperidrosis  in  rickets,  164. 

Hypertrichosis  sacro-lumbalis,  55. 

Hypertrophy  of  the  heart,  idiopathic, 
28;  pseudo-,  352;  unilateral  con- 
genital,  84. 

Hypnotics,  474. 

Hypodermoclysis,  460. 

Hypospadias,   81. 

Hysteria,  3.52,   366;  electricity  in,  464. 

Hysterical   asthma,   268. 

Hystero-epilepsy,    367. 

Ichthyosis,  85. 

Icterus,  catarrhal,  153;  in  epidemic 
hemoglobinuria,    .39;    neonatorum,    37. 

Idiocy,  371;  amaurotic  family,  374;  Cal- 
muck  type  of,  373:  Mongolian,  373 
(see    also    "Cretinism,"    290). 

Idiopathic  anuria,  317:  contractures, 
364;    hypertrophy   of   the    heart,    28. 

Ileo-colitis,    224. 

Ileus,   140. 

Imbecility,  371;  acquired,  375. 

Imperforatio  hymenalis,  77  (see  also 
"Atresia"). 

Impetigo,  430. 

Inanition    (see   "Pedatrophy"),   157. 

Incubator,  3. 

Infant-feeding,   8:   foods,   18. 

Infarct,    uric    acid,    33. 

Inflation  of  bowels  in  intussusception, 
143. 

Influenza,  167;  prevention  of  spreading 
of,  169. 

Infusion,   intravenous,  460;  saline,  460. 

Inguinal  hernia,  70. 

Insanity,   circular,    375. 

Intermittent  fever,   248. 

Internal    convulsions,    362. 

Intertrigo,    433. 

Intestinal  catarrh  (see  "Enteritis"), 
138;  intussusception,  142;  invagina- 
tion, 142;  obstruction.  140:  syphilis, 
146,  242;  tuberculosis,  237,  238;  ulcers, 
145. 

Intravenous  infusion,  460. 

Intubation,  192;  set,   O'Dwyer's,  194. 

Intussusception  of  the  bowels,   142. 

Invagination  of  the  bowels,  142. 

lodoform-glycerin  in  coxitis,  402. 

Irideremia,    58. 

Iridoschisma,  57. 

Irrigations,  '459. 

Itch,  435. 

Jacksonian   epilepsy,   371. 

Jaundice,    catarrhal,    153;    in    epidemic 

hemoglobinuria,     39;     of     the     newly 

born,    37. 
Juvenile  muscular  atrophy,  .352. 

Keratitis,   450. 

Kernig's   sign,    210. 

Kidney,    diseases    of,    303;    tumors    of, 

310. 
Kirstein's  autoscope,  29. 


Knee-joint  disease  (see  "Osteitis," 
"Scrofula,"  "Syphilis,"  and  "Rheu- 
matism"). 

Knock-knees,    409. 

Koplik's  sign,  171. 

Kyphoscoliosis,    388. 

Kyphosis,  .388,  393;  its  differentiation 
from  rachitic  kyphosis,  392;  rachitic, 
163. 


Labium   lenorinum,    63. 

Landry's  paralysis,  384. 

Laryngeal  diphtheria,  187;  paralysis, 
106;  syphilis,  106,  242;  tuberculosis, 
234:   tumors,  105. 

Laryngismus  stridulus,   362. 

Laryngitis,  acute,  101;  chronic,  101; 
phlegmonous,  106;  primary  membra- 
nous, nondiphtheritic,  103;  spas- 
modic,  101;   stridula,  104. 

Laryngoscopy,  29. 

Laryngospasmus,  .362. 

Larynx,  austoscopy  of,  29;  diseases  of, 
101-107. 

Lassar's  paste,  483. 

Lavage,   458. 

Laxatives,    475. 

Leichtenstern's  symptom,  210. 

Length   of   child,   87. 

Leucoderma,   446. 

Leukemia,  274. 

Leukoplakia    linguae,    127. 

Lichen   strophulus,   428. 

Lien   mobilis,   279. 

Little's  disease,   342. 

Liver,  diseases  of,  153,  15b,  abscess  of, 
153;  atrophy  of,  155:  cirrhosis  of,  154; 
fatty,  156;  granular,  154;  hypertro- 
phic, 154:  syphilis  of,  155,  244;  tuber- 
culosis of.  155,  237;  stones  in  gall- 
bladder, 155;  tumors  of,  156. 

Locomotor  ataxia,  352. 

Lorenz's  operation  for  congenital  dis- 
location of  the  hip,  404. 

Lotio  alba  composita,  440. 

Lumbar  puncture,  29. 

Lung,  auscultation  of,  24:  diseases  of, 
33,  236,  254;  hernia  of,  72;  percussion 
of,  25:  tumors  of,  270. 

Luxatio  coxae  congenita.  402. 

Lymphangioma  cysticum,  59. 

Lymphatism,  297. 

Macrocheilia,    64. 

Macroglossia,    64. 

Macrostoma,    61. 

Malarial  fever,  248. 

Malformations,  congenital,  50. 

Malnutrition    (see   "Pedatrophy"),   157. 

Malt-bath,  457. 

Malt-soup,   470. 

Malum   Potii    (see    "Spondylitis"),    38S. 

Mammary  glands,  48;  inflammation  of, 
in  the  newly  born,  49. 

Mania,    375. 

Marasmus      (see     "Pedatrophy"),     157. 

Massage,  466. 

Mastitis  neonatorum,  49. 

Mastoid     disease     (see     "Otitis"),     109. 

Masturbation,  320. 

Materia   medica,   478. 

Measles,   170. 

Mediastinal  tumors,  271. 

Melancholy,   374. 

Melena   neonatorum,   38. 

Meloschisis,    61. 

Membranous    croup,    103. 

Meningitis,  basilar,  229;  epidemic,  209; 
purulent,  328:  serous,  328:  siderans, 
211;  simple,  328;   tuberculous,  229. 
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Meningocele,  53;  spinalis,  55;  spuria 
s.   traumatica,   53. 

Meningo-myelocele,  55. 

Menstruatio,  effect  on  nursing,  13; 
prsecox,   324. 

Mercurial   bath,   457. 

Microcephalus,    50. 

Microphthalmos,    57. 

Microsporon   furfur,    in   chloasma,   439. 

Microstoma,   61. 

Miliaria,    428. 

Miliary  tuberculosis,   228. 

Milk,  cows',  14;  modified,  17;  pepto- 
nized, 18;  top,  17;  woman's,  8. 

Milk-crust,   430. 

Moeller's  disease,  158. 

Mongolian  idiocy,  373. 

Monilia  Candida  as  a  cause  of  thrush, 
122 

Morbilli,   170. 

Morbus,  coxarius,  399;  maculosus,  277. 

Mountain   resorts,    467. 

Mouth,  diseases  of,  119,  121,  124,  128; 
wash,   124. 

Movable  kidney,  310. 

Muguet,  121. 

Multiple,  insulated  sclerosis,  351;  neu- 
ritis,  381. 

Mumps,   215. 

Murmurs,  cardiac,  283;  functional,  287. 

Muscular  pseudohypertrophy,  352; 
rheumatism,  252. 

Mustard  bath,  457. 

Myelitis,  350;  its  differential  diagnosis 
from   multiple   sclerosis,   352. 

Myelocystocele,  55. 

Myelo-meningocele,    56. 

Myocarditis,   288. 

Myoclonus,   344. 

Myositis,  182,  424;  ossificans,  252,  424, 
425. 

Myotonia  congenita.  344. 

Myotonic  reaction  (Erb),  345. 

Myxedema,  291. 

Nasal     hemorrhage,     96;     tumors,     96. 

Nephritis,  acute,  303;  chronic,  307; 
scarlatinal,   181;  varicellosa,  204. 

Nephrolithiasis,    310. 

Neuralgia,  383;  enterica,  137. 

Neurasthenia,   374. 

Neuritis,  383;  electricity  in,  465;  multi- 
ple, 383. 

Nervous  diseases,  328;  palpitation  of 
the  heart,  288. 

Nevi,  442. 

Newly  born,  care  of,  1;  diseases  of,  31. 

Nightmare,   381. 

Night-terrors,  381. 

Noma,  124;  in  measles,   174. 

Nondiphtheritic    primary    croup,    103. 

Nose,  bleeding  from  the,  96;  diseases 
of,   91. 

Nursling,  weaning  of,  13. 

Nutrition,  disturbances  of,  157. 

0-bein  (see  "Genu  varum"),  410. 
Obesity,   166. 

Obliteration  of  the  bile-ducts,  69. 
Obstruction,   intestinal,  140. 
O'Dwyer's   intubation   set,    194. 
Oidium  albicans  as  a  cause  of  thrush, 

122. 
Omphalitis,  35;  varieties  of,  36. 
Omphalocele,  71. 
Omphalo-mesenteric    duct,    68. 
Onanism,   320. 

Onychia    (see   "Dactylitis"). 
Ophthalmoblennorrhea  neonatorum,  42. 


Orchitis,  326. 

Orthotic  albuminuria,  311. 

Osteogenesis  imperfecta,  84. 

Osteoma,  rheumatic,  425. 

Osteomalacia,    165. 

Osteomyelitis,  300,  421. 

Ostitis,   421. 

Otitis,   externa,  112;  in   scarlatina,  180; 

media,  107;  purulenta,  109,  180. 
Ovarian  tumors,  326. 
Oxyuris  vermicularis,  149. 

Pachymeningitis,  330. 

Pack,   cold,   454. 

Palatable   prescribing,    471. 

Palatoschisis,   62. 

Palatum  flssum,  62. 

Palpitation,  nervous,  of  the  heart,  288 

Pancreatic  juice,  117. 

Papilloma,  neuropathic  (see  "Ver- 
ruca"),   443. 

Paralysis,  cerebral,  335;  diphtheritic, 
188;  electricity  in,  464,  465;  facial, 
180,  385;  laryngeal,  106;  massage  in, 
466;  spinal,  347;  spinal  spastic,  342. 

Paralytic  dementia,  375. 

Paramyoclonus,  multiple,  344. 

Paraphimosis,  79. 

Parasyphilitic  symptoms,  247,   248. 

Parotitis,  epidemic,  215. 

Pasteurization  of  milk,  20. 

Pavor  nocturnus,  381. 

Pearls,  epithelial,  128. 

Pectus  carinatum,  163. 

Pedarthrocace,     300. 

Pedatrophy,  157. 

Pediculi  capitis,   435. 

Peliosis    rheumatica,    276. 

Pemphigus  neonatorum,  47,  241. 

Percentage  of  cream  in  top-milk,  17. 

Percussion,  of  heart,  26;  of  lungs,  25. 

Pericarditis,  252,  284. 

Periostitis,     421. 

Peritonitis,  acute,  144;  chronic,  145; 
tuberculous,    238. 

Perityphlitis,    140. 

Permanent  bath,  456. 

Pernicious    anemia,     274. 

Pernio,    428. 

Perspiration,  free,  In  rubella,  176. 

Pertussis,    212. 

Pes,  calcaneus,  418;  equinus,  418;  val- 
gus,   416;    varus,    410. 

Petit  mal,   370. 

Petrissage  in  massage,   467. 

Pharyngitis,  97. 

Phimosis,    79. 

Phlebitic    sinus-thrombosis,    340. 

Phlebitis   umbilicalis,    36. 

Phthisis   pulmonum,    235. 

Physical   diagnosis,    remarks   on,    21. 

Physiological  albuminuria,  311. 

Pinworms,    149. 

Pityriasis  linguae,  127. 

Plaster-of-Paris  bed,   394. 

Pleuritis,  catarrhal,  263;  hemorrhagic, 
265;    purulent,    265;    putrid,    265. 

Pneumonia,  broncho-,  254;  catarrhal, 
254;  croupous,  261;  fibrinous,  261; 
lobar,   261;   lobular,   254. 

Pneumothorax,    270. 

Polioencephalitis.  335. 

Poliomyelitis,    347;    electricity   in,    465. 

Polypus  recti.  151. 

Polyuria,  318. 

Porencephalia,    372. 

Pott's,   disease,   388;  hump,   393. 

Poultice    of    flaxseed,    259. 

Premature  infants,  2. 

Preputial  adhesions,  78, 
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Pressure  marks,  51. 

Prickly  heat  (see  "Miliaria"),  428. 

Priessnitz's    compresses,     455. 

Proctitis  (see  "Intestinal  ulcers"),  145. 

Produzione  sottolinguale,  126. 

Profeta's   law,    246. 

Progressive  facial  hemiatrophy,  38o; 
muscular   dystrophy,   352. 

Prolapsus,  recti,  150;  vesicae  urinariae, 
316. 

Prurigo,   434. 

Pruritus  ani,  150. 

Pseudocroup,    104. 

Pseudodiphtheria,    103,    104. 

Pseudohypertrophy,   muscular,   352. 

Pseudoleukemia,   274. 

Pseudomeningocele,  53. 

Pseudoparalysis,  rachitic,  164;  syphi- 
litic,   243. 

Pseudoparaplegia,    164. 

Pseudotetanus,  364. 

Psoas  abscess  (see  "Spondylitis"),  388. 

Psoriasis,    433;    syphilitic,    241. 

Pulmonary  emphysema,  269;  gangrene, 
270;   tuberculosis,   235. 

Purgatives,   475. 

Purpura,  276;  rheumatica,  276;  vac- 
cinatoria,    208. 

Purulent  ophthalmia,  449;  otitis,  108, 
180. 

Pyelitis,    308. 

Pyelonephritis,  308. 

Pylorus,  stenosis,  congenital,  65. 

Pyothorax  (see  "Empyema"),  263. 

Quincke's  lumbar  puncture,  29. 
Quinin,   its  administration   by  rectum, 

472. 
Quinsy     (see     "Angina     parenchyma- 

tosa"),  100. 

Rachitis,  160. 

Ranula,    126. 

Raw-milk   feeding,    20. 

Raynaud's  disease,   444. 

Reaction,  diazo,  218. 

Rectal  feeding,  470;  polypus,  151;  pro- 
lapse,  150. 

Rectum,  diseases  of,  150;  malforma- 
tions of,  66. 

Reduction  of  clubfoot,  414. 

Relapsing  fever,   228. 

Ren  mobilis,    310. 

Renal  calculi,   310. 

Respiration,   22;   artificial,  32. 

Respiratory  system,  diseases  of,  234, 
235,    254. 

Retropharyngeal  abscess,  97. 

Revaccination,    209. 

Rheumatism,  acute,  251;  chronic,  252; 
electricity  in,  465;  muscular,  252; 
nodosus,  252;   scarlatinal,  181. 

Rhinitis,  acute,  94;  chronic,  95;  fibrin- 
ous, 187;  pseudomembranous,  95;  187; 
syphilitic,  95,  240,  245. 

Rhinolalia,  114. 

Rickets,  160. 

Riga's  disease,  126. 

Rigidity  of  the  limbs,  congenital,  342. 

Ringworm,   437. 

Roseola,  175;  syphilitic,  241. 

Rotheln,  175. 

Roundworms,  147. 

Rubella,  175:  free  perspiration  in,  176. 

Rubeola,    170. 

Rupia  cachectica,   441. 

Sacral  congenital  tumors,  82;  hygro- 
mas, 82. 


Saddle-nose  in  syphilis,  245. 

Saint  Vitus's  dance,  376. 

Saline   infusion,   460. 

Saliva,    118. 

Salivation,    118. 

Sarcomphalos,  48. 

Scabies,  435. 

Scapula,  angel-wing  deformity  of,  60. 

Scarlatina,  176;  otitis  in,  180. 

Scarlatinal    diphtheria,    179;    nephritis, 

181. 
Schistoprosopia,   61. 
Schultze's  method  of  inducing  artificial 

respiration,  32. 
8chirammchen,    121. 
Sclerema,     adipcsum,     41:     adultorum, 

445;   neonatorum,  41;  true,  41. 
Scleroderma,    445. 
Sclerose  en  plaques,  .351. 
Sclerosis,    of    the   brain,    341;    dissemi- 
nated, 3.51. 
Scoliosis,  398. 
Scorbutus,  160. 
Scrofula,   297. 
Scurvy,  160. 
Sea-salt  bath,  458. 
Seashore  resorts,  467. 
Seborrhea  (see  "Eczema"),  429. 
Sedatives,    475. 
Selection   of   wet-nurse,   10. 
Serum-diagnosis     (Vidal)     of     typhoid 

fever,  219. 
Serum    treatment,    of    diphtheria,    190, 

504;    of   tetanus,    360. 
Shower   bath,    456. 
Sigmatism,   114. 
Simulation,   376. 
Singultus,    1.33. 
Sinus    thrombosis,    340. 
Skin,    diseases   of,    426. 
Sleep,    6. 
Small-pox.   204. 

Soap,  bath,  458;  inunctions,   397. 
Soor,    121. 
Spasmodic   croup,   104;    laryngitis,   101; 

movements,  380. 
Spasms,   356. 
Spasmus,    glottidis,    362;    nutans,    380; 

vesicae,  317. 
Spastic     spinal    paralysis,     congenital, 

342;   its  differentiation  from  dissemi- 
nated sclerosis,  352. 
Speech,  disorders  of,  112,  115. 
Spina,  bifida,  55:  occulta,  55. 
Spina  ventosa,   300,   422. 
Spinal     caries     (see     diseases     of     the 

bones),    388;    paralysis,    347;    spastic, 

342,    352. 
Spirillum   Obermeyeri,   228. 
Spleen,  affections  of,  278;  movable,  279. 
Spondvlarthrocace.    388. 
Spondylitis,   300,  388. 
Sponge  bath,   454. 
Sporadic  cretinism,  291. 
Sprengel's   deformity   of  scapula,   60. 
Sprue,  121. 
Stammering,  112. 

Starting  pain  in  hip-joint  disease,  400. 
Static  current,   463. 
Status  h/mpJwticus.  297,  363,  435. 
Sterilization  of  milk,  19. 
Sterno-mastoid,  hematoma  of,  59. 
Stiff-neck,    422. 
Stimulants,    474. 
Stomacace,  120. 
Stomach,  capacity  of,  116;  dilatation  of, 

134;  diseases  of,  116:  morbid  softenin*; 

of,    133;    ulcer    of,    135;    washing    of, 

458. 
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stomatitis,  119. 

Stone,  in  the  bladder,  315;  in  the  gall- 
bladder, 155;  in  the  kidney,  310. 

Strawberry  tongue  in  scarlatina,  177. 

Strictures,   esophageal,   129. 

Strophulus,   428. 

Struma  (see  "Goiter"),  293. 

Strumitis,    294. 

Stuttering,   112. 

Sublingual  growth,  126. 

Sudamina   (see   "Miliaria,")   428. 

Sulphur   bath,    458. 

Summer  diarrhea,  221. 

Synovitis,  scarlatinal,  181. 

Syphilis,  240;  acquired,  246;  hereditaria 
tarda,  245;  hereditary,  240;  of  bones, 
242,  245;  of  intestine,  146,  242;  of 
larynx,  106,  242;  of  liver,  244;  of  nose, 
95,  245;  of  skin,  241;  of  spleen,  244; 
of, teeth,  246;  pseudoparalysis  in,  243. 

Syringomyelia,  355. 

Tabes,   dorsalis,   352;   mesenterica,   238. 

Talipes,  calcaneus,  418;  equinus,  418; 
valgus,  416;  varus,  410. 

Tapeworms,   148. 

Tapotement  (see  "Massage"),  467. 

Teeth,  88;  care  of,  89;  Hutchinson's, 
246. 

Teething,   88;   eruption,  428. 

Telangiectases,    442. 

Temperature,   23. 

Tendon,  lengthening,  421;  shortening, 
421;  transplantation,  419. 

Teniae,   148. 

Tepid  bath,  456. 

Testicles,  inflammation  of,  326;  tumors 
of,    327;    undescended,    77. 

Tetanus,  360;  pseudo-,  364;  trismus 
neonatorum,  40. 

Tetany,  360;  electricity  in,  465;  Trous- 
seau's symptom  of,   360. 

Therapeutics,    453. 

Thomsen's  disease,   344. 

Tborax,  auscultation  of,  24;  percus- 
sion of.  26. 

Threadworms,   149. 

Throat,   diseases  of,  91. 

Thrombosis,  sinus,  340. 

Thrush,    121. 

Thymus,  death,  295;  gland,  diseases  of, 
294. 

Thyroid  gland,  diseases  of,  292. 

Tinea,  circinata,  437;  tonsurans,  437; 
trichophytina,  437;  versicolor,  439. 

Tongue,  diseases  of,  126,  127,  128;  con- 
genital hypertrophy  of,  64;  geograph- 
ical, 127;  ulcer  of,  in  pertussis,  213 
(see  also  "Aphthae"  and  "Stomati- 
tis"). 

Tongue-tie,    63. 

Tonics,   472. 

Tonsillitis,  99. 

Top-milk,  17. 

Torpid  habitus,  298. 

Torticollis,  422;  electricity  in,  465. 

Tracheotomy,  199. 

Trachoma,  449. 

Transplantation  of  tendons,  419. 

Tremor,  355. 

Triad,  of  syphilis,  245;  of  tetany,  360. 

Trismus  (tetanus)  neonatorum,  40. 

Trousseau's  phenomenon,  360. 

Tubercles,   choroidal,   230. 

Tuberculosis,  228;  of  abdominal  organs, 
237;  of  bones,  388;  of  brain,  232;  of 
bronchial  glands,  234;  of  intestine, 
238;  of  larynx,  234;  of  lungs,  235;  of 
peritoneum,     238,     239;     of     thymus 


Tuberculosis  {concluded). 
gland,    294;    of    thyroid    gland,    294; 
treatment  by  soap  inunctions,  397. 

Tumors,  abdominal,  146;  of  bladder, 
316;  of  brain,  342;  of  coccyx,  82;  of 
kidney,  310;  of  larynx,  105;  of  liver, 
156;  of  lung,  270;  of  mediastinum, 
271;  of  nose,  96;  of  ovary,  326;  of 
peritoneum,  238;  of  sacrum,  82;  of 
testicle,  327;  of  thymus  gland,  294;  of 
thyroid  gland,  294. 

Tussis  convulsiva,  212. 

Typhlitis,   140. 

Typhoid  fever,    217. 

Typhus,  exanthematicus,  227;  fever, 
227. 

Ulcers,  intestinal,  145;  of  stomach,  135; 

tuberculous,  238. 
Umbilical  arteritis,  36  T  excrescence,  48; 

fungus,   48;    hemorrhage,    34;   hernia, 

71;   inflammation,   35;   phlebitis,   36. 
Umbilicus,     care     of,     in     the     newly 

born,   1. 
Undescended  testicle,   77. 
Urachus,    76. 
Uranocoloboma,  62. 
Uranoschisma,  62. 
Uremia,  in  nephritis,  307;  in  scarlatina, 

181. 
Uremic  amaurosis,   182;   asthma,   268. 
Urethra,    atresia    of,    76;    hemorrhage 

from  (see  "Hematuria"),  39,   309. 
Uric   acid   infarct,    33. 
Uro-genital   system,   diseases  of,   303. 
Urticaria,  428;  varieties  of,  428. 
Uterine    affections,    325. 
Uvula,  elongated,  99. 

Vaccination,   204. 
Vaccine   ophthalmia,    208. 
Vaccinia,    general,    208,    431;    complica- 
tions and  sequelEe   of,   207. 
Vaginitis,    323. 
Valvular  hematomas,  74. 
Vapor  pack,   455. 
Varicella,    202. 
Variola,    204. 
Varioloid,    204. 
Verrucae,  443. 
Vesical   calculi,    315. 
Vicarious  menstruation,   325. 
Vidal's  test  of  typhoid  fever,  219. 
Vitia   cordis,   281. 
Vitiligo,    446. 
Vulvo-vaginitis,   323. 

Wandering  spleen,   279. 

Warm  bath,   456. 

Warts,    443. 

Water,    use   of,    454. 

Water-cancer,    124. 

Weaning,   13. 

Weight   of   child.    86. 

Weil's  disease,   227. 

Wet  compresses   (Priessnitz's),  455. 

Wet  pack,  cold,  454;  hot,  455. 

Wet-nurse,  selection  of,  10. 

Whooping-cough,  212. 

Winckel's  disease,  39. 

Witch's  milk,   48. 

Wolf's  mouth,  62. 

Woman's  milk,  8. 

Worm  abscess,   148. 

Worms,  147,  148,  149. 

Wryneck,  422. 

X-bein   (see  "Genu  valgum"),  409. 
Xeroderma  pigmentosum,  446. 
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